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Preface 


Ten years ago, the first edition of Working with Adolescents 
was published. While we were writing the second edition, we were both 
keenly aware how much the world has changed in the last decade. How- 
ever, the great task for adolescence stays the same: the drive to move to 
adulthood. 

The first big difference is that the youth described are no longer Mil- 
lennials, but belong to Generation Z. Generation Z has no memory of 9/11 
or the school shootings at Columbine; instead, they have always known the 
world and their schools to be dangerous places. Generation Z is the most 
racially and ethnically diverse generation in U.S. history (Dimmock, 2019). 
WiFi and constant connectivity have created a world of never-ending tech- 
nology through their cell phones. The technological shift has impacted 
both social and emotional development for this generation of youth. 

The groundwork is established with a firm understanding of ecologi- 
cal theory in Chapter 1. In the field of adolescent research, there has been 
a great deal of scholarship in both sexual orientation identity and gender 
identity, with an increased understanding of nonbinary identity develop- 
ment. This research has been added to Chapter 2, on the push-pull of ado- 
lescence, and a new Chapter 13 has been written to discuss working with 
LGBTQQI+ youth. 

In this book, we use the pronoun “they” in an effort to be inclusive of 
all gender identities and to foster a world that is more open and flexible. 

Due to improvements in computer imaging, new insights into the 
development of the adolescent brain have been made in the past 10 years. 
We have written a new Chapter 3 to explain to practitioners how the ado- 
lescent brain differs from the adult brain. 

Foundational to our understanding of development is the concept of 
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resilience. Chapter 4 explains both seminal and new research on the protec- 
tive factors that support adolescent development and the risk factors that 
make youth more resilient or more vulnerable. 

Adolescents in all of their contexts are examined: internal assets 
(Chapter 5), family (Chapter 6), school (Chapter 7), neighborhood (Chap- 
ter 8), and media (Chapter 9). These chapters support clinicians working 
with youth in any of the environments in which they operate. Chapter 10 
brings together all five environments so that the practitioner understands 
the interactive influences among them. 

Over the last 10 years, trauma therapy has become a prominent area of 
clinical research. We have added a new chapter (Chapter 11) to help the cli- 
nician develop skills in using trauma therapy with youth and to understand 
trauma from an ecological perspective. 

Substance use and dependence are investigated in a new Chapter 12, 
and clinical interventions are also discussed there. Chapter 14 focuses on 
depression and anxiety in youth, and describes relevant clinical interven- 
tions. 

Guest author Stacey Freedenthal shares her research and clinical 
knowledge of suicidal behavior, self-injurious behavior, and suicide in 
a new Chapter 15, and Rebecca Bolden and Shannon Sainer share their 
expertise on sexually active teens in their discussion of adolescent sexual 
behaviors, pregnancy, sexually transmitted infections, and HIV/AIDS in 
Chapter 16. 

A new Chapter 17 addresses youth involved in the juvenile justice sys- 
tem as understood from a developmental and ecological perspective. Inter- 
ventions with this sometimes hard-to-reach population are discussed. 

Finally, Chapter 18 discusses the real joy of working with this quirky, 
sometimes cantankerous, but always interesting population. We hope you 
come to realize, as we do, how much we learn about life and living by 
working with youth in their transition from childhood to adulthood. 

We have written this book in the time of the COVID-19 pandemic, 
wondering how this will influence Generation Z’s movement to adulthood 
and how it will shape their adult lives. The generational effect of COVID- 
19 remains to be seen, but we believe it will be a defining factor for Genera- 
tion Z. 
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THEORETICAL FRAMEWORK 


CHAPTER 1 


Benefits and Challenges 
in Clinical Work with Adolescents 
AN OVERVIEW 


Va are on a voyage of self-discovery. If you work with youth, 
or you want to become a youth-focused practitioner, you will necessarily be 
following them on this voyage. Since adolescence generally incudes youth 
ages 12 to 21 years old, you may see them at the beginning of the voy- 
age, midvoyage, or near the completion of the journey toward adulthood. 
Throughout that journey, youth face many ups and downs. Often they find 
themselves in your company, as a helping professional, at a time when 
their lives seem to be overflowing with challenges. In your role as the prac- 
titioner, you will need to understand these challenges as well as be aware 
of the strengths that adolescents frequently lose track of when they are in 
the depths of testing options and becoming who they need to be. Your open 
mind and open heart, in addition to your solid knowledge of adolescence 
and skills for successfully engaging them, will serve to facilitate this period 
of self-discovery. It will also plant the seeds for the healthy choices they will 
need to make in the future. 

Many practitioners are apprehensive about working with youth because 
adolescence has frequently been viewed as a period of “stress and storm,” 
beginning with some of the earliest scholars on adolescent development 
(e.g., Hall, 1904). The myth of youth as “rebels without a cause” continues 
to be perpetuated in films and literature, even though scholars have refuted 
it for nearly 60 years (e.g., Bandura, 1964). Clearly, many youth face angst 
and stress as their bodies and minds mature beyond childhood, but con- 
temporary theorists believe adolescence is not uniquely a stressful time. In 
fact, youth who have high aspirations and positive self-esteem as they enter 
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high school are likely to be well adjusted upon leaving high school (Jessor, 
Turbin, & Costa, 1998). As a helping professional, you are likely to meet 
youth who may have had inadequate support and resources, a limited num- 
ber of caring adults in their lives, and experiences of discrimination due 
to racism, sexism, or queerphobia, thus making their journey more com- 
plex. For these clients, the passage to adulthood can be risky and difficult. 
Therefore, it is key that you, the practitioner, identify and hold fast to the 
strengths each adolescent has and assist them in using those strengths to 
successfully navigate their unique journey. 

Adolescence is a time of amazing growth and vitality. Adolescents can 
think in new and exciting ways, they are usually in the peak of health, and 
they are often involved with a wide network of people—from the family, 
neighborhood, and school to afterschool activities, peers, work, and reli- 
gious affiliations. It can be an exciting, satisfying, and happy time. How- 
ever, for some youth, adolescence can be a period of profound loneliness, 
depression, and ostracism. These youth may feel they do not fit in with 
their peers; others may feel the experiences they have had in their child- 
hood keep them from meaningful relationships. They might believe no one 
can really understand them or the events they have endured. They fear 
rejection if they reveal their “true selves.” To the casual observer, these 
youth may seem to scoff at and deride others who hold more conventional 
views or try to reach out to them. But frequently, this voiced disdain cov- 
ers their own feelings of inadequacy, vulnerability, and pain. You, as the 
practitioner, will be most helpful when you are able to understand and 
view each of the youth you meet from the contexts that shape them. The 
knowledge and skills you gain from reading this book and applying its 
content to each of the case examples will prepare you for this challenge 
and also remind you of the amazing benefits of a youth-focused practice. 
This chapter sets the stage for your learning about adolescence in context 
and the multisystemic—ecological approach, which will engage you in con- 
sidering the many facets of youth, from their private worries to their most 
challenging experiences of community. 


Adolescence in Context 


All people grow up in particular contexts including the family, school, and 
neighborhood. In turn, the media influence each of these contexts. This 
book offers clinical strategies to assess teens and create interventions that 
are appropriate in these different contexts. Additionally, the book focuses 
on both positive influences (protective factors) and negative influences (risk 
factors) in each of the environments or contexts in which a youth develops. 
We promote a holistic assessment of the youth, one that enables you to 
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become familiar with them in multiple contexts, and the strengths, sup- 
ports, and challenges of their experiences in each context. From this per- 
spective, we discuss how to support growth in each context, as well as 
appropriate interventions to employ. 


A Multisystemic—Ecological Approach 


The multisystemic—ecological approach to practice with teens accounts 
for the numerous contexts described above in combination with the psy- 
chological and social factors that affect youth. Throughout the book, we 
use the term M-E approach as shorthand for the multisystemic—ecological 
approach. Ecological theory is the foundation for the M-E approach, which 
requires clinicians to consider not only clients’ psychological experiences 
but also the social, cultural, and political influences that create context and 
meaning. 

Consider an adolescent, Rafael, who is truant at school. The M-E 
approach leads practitioners to assess not only psychological reasons for not 
attending school (such as a behavioral disorder or an undiagnosed learning 
disability), but also broader systems as influences on his behavior (such as 
the experiences of poverty, immigration, racism, bullying, or homophobia). 
Acknowledging and understanding the impact of these broader systems do 
not mean condoning the truant behavior or ignoring psychological factors. 
But, they do lead to a more thorough evaluation of the presenting problem, 
which then has a greater chance of guiding interventions that will be mean- 
ingful, effective, and long-lasting. 

Rafael’s parents Javier and Lola emigrated from Guanajuato, Mex- 
ico, before he was born. Recently, Javier was picked up by Immigration 
and Customs Enforcement (ICE) and sent back to Mexico because he was 
undocumented. Javier had always been the provider for his family and had 
worked for 18 years in a meat factory. Javier and Lola have four children: 
Rafael (16), Lupita (12), Angel (8), and Nicolasa (4). With Javier in Mexico, 
he no longer can provide for his family. Thus, the responsibility falls to 
Rafael to support them. 

This expanded assessment has the potential to open up multiple 
options for intervention aimed at changing the psychological and social, 
cultural, and political influences on Rafael’s current behavior. For exam- 
ple, the clinician may help connect Lola to an immigration attorney and to 
other public-sector or nonprofit financial services. The practitioner might 
also intervene at the school level if peers are taunting Rafael for his dirty 
clothes, after coming to school directly from an overnight shift at the meat 
company. Rafael’s experience illustrates the complexity and multiple con- 
texts that may influence clients’ behaviors and feelings. It is our hope that 
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the M-E approach to understanding teen clients will increase your abil- 
ity to build cross-system relationships that lead to positive outcomes for 
youth. 


How Ecological Theory Illuminates Adolescent Development 


Human ecology is the science of interrelationships among living organisms 
and between organisms and their natural, built, and social environments 
(Bubolz & Sontag, 1993; Hayword, 1994). Ecological theory proposes that 
the characteristics of the individual interacting with characteristics of the 
environment over time influence development (Barrows, 1995; Bubolz & 
Sontag, 1993; Griffore & Phenice, 2001). Bronfenbrenner (1979), the origi- 
nator of the term human ecology, speaks of the developing person “as a 
growing dynamic entity that progressively moves into and restructures the 
milieu in which it resides” (p. 21). The environment transforms and accom- 
modates the individual, and the individual transforms and accommodates 
the environment. Neither the environment nor the individual is the same 
due to the interaction (Bronfenbrenner, 1979, 1986, 1989). A human eco- 
logical perspective allows the clinician to assess and intervene at the multi- 
level interactions between a teen and their environment. 

Time is an important ingredient in ecological theory. Bronfenbrenner 
(1979) uses the term chronosystem to denote generational influences affect- 
ing the individual, critical events, and everyday stresses that contribute to 
human development. Generational influences become more apparent dur- 
ing adolescence and young adulthood. The environmental factors of an 
era have an impact on that generation for the rest of their lifespan. In the 
United States, such generational influences include the Great Depression, 
World War II, the Cold War, the Vietnam War, the Civil Rights Movement, 
the Women’s Movement, the fall of the Berlin Wall, September 11, Black 
Lives Matter, the MeToo Movement, and the COVID-19 pandemic. These 
events changed the nature of society and have had an impact on the devel- 
oping teen and their worldview as adults. 

Critical events are particular life experiences that influence an indi- 
vidual, though not necessarily their contemporaries. They include events 
such as the cessation of a relationship (even intermittent, due to incarcera- 
tion, deployment, or immigration), the death of a loved one, serious illness, 
moving, the birth of a sibling, an auto accident, new employment, a new 
relationship, attending a new school, or graduating from high school. Such 
events have an enormous impact on the development of the individual, but 
not on the wider society in which that person is developing. When you ask 
teen clients to make timelines of their lives, you can assess for the effects 
of critical events. Ask what each event on their timeline meant to them 
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and what they learned from it. As the intervention continues, ask how the 
critical events they experienced shaped them to become the person they are 
today. 

Everyday stresses refer to the daily issues individuals face, such as 
money problems, traffic difficulties, time pressure, poor sleeping patterns, 
homework, work conflicts, family coping styles, aggravations from par- 
ents, struggles in a relationship, a quarrel with a friend, neighborhood vio- 
lence, school dangers, and dietary problems. The ability to cope with these 
frequent and sometimes chronic issues helps to mold the individual. Asking 
the youth, “What hassles do you have to deal with every day?” can begin to 
give some insight into their everyday stresses. 

The chronosystem has a profound effect on the development of the 
adolescent. It also helps to form their identity through the connection to 
their generation, personal experiences, and life stresses. The chronosystem 
helps define their worldview and the understanding of their place in that 
world. 


The Microsystem 


The individual develops in a number of different contexts. The initial struc- 
ture where development occurs is the microsystem. It involves the recipro- 
cal interplay among people, objects, and symbols. The microsystem has 
been defined “as a pattern of activities, roles, and interpersonal relations 
experienced by the developing person in a given face-to-face setting with 
particular physical and material features and containing other persons 
with distinctive characteristics of temperament, personality, and systems 
of belief” (Bronfenbrenner, 1989, p. 227). The initial microsystem that the 
infant inhabits is the home, where the majority of interaction takes place 
between the infant and the parent, or primary caregiver. As the child grows 
and enters other microsystems, they have interactions with different people 
and objects. Examples of these other 


In adolescence, youth participate in a multitude of microsystems. We 
address youth development and resilience in the family, school, and neigh- 
borhood microsystems. In any of these systems, development is bidirec- 
tional; that is, the family and school influence development of the teen and 
the teen, in turn, influences the family and school. As the teen moves from 
one setting to another, relationships may change. One microsystem, such 
as their neighborhood, may be a venue where they flourish; another, such 
as the school, may be a location where they feel stifled, lost, or stigmatized. 
Understanding youth in each clinical context requires information about 


8 THEORETICAL FRAMEWORK 


activities, roles, and relationships in each microsystem. This knowledge 
provides insight into social, cultural, and emotional functioning of youth 
across microsystems. 


The Mesosystem 


The mesosystem refers to the interrelations among two or more settings 


The connections 
between settings provide continuity for the developing person, but also 
insight for all members of the microsystems to understand the adolescent 
and how they develop in the other context. The positive interface of these 
spheres is a source of support for the adolescent. The adolescent needs the 
interaction between these two important spheres of their life to achieve a 
greater degree of adjustment. 

If the important people in the adolescent’s life know each other, the 
youth feels more secure and more supported. For instance, if the parent 
and the teacher come together to discuss the student’s academic progress 
with the student present, the student is aware not only that these important 
players in their life care about and are interested in them, but also that 
these individuals will hold them accountable. This is especially important 
if the student has tried in the past to triangulate parent and teacher so 
that they were at odds with each other, instead of working together as a 
team. The adolescent now understands that the possibility exists for ongo- 
ing discussion, information sharing, and dialogue between these members 
of the two microsystems. Understanding and support promote communica- 
tion between a teen’s microsystems and avoid possible distrust, animosity, 
or disregard for members from separate microsystems. Greater knowledge 
and trust across each microsystem enhance adolescent functioning. 

An example of a mesosystemic interface is the relationship between 
home and school. In the case of Rafael, this interface broke down. Rafael’s 
mother speaks only Spanish and grew up in Mexico, where there was a 
traditional understanding that parents were in charge of behavior at home 
and teachers were in charge of behavior at school. Lola did not consider 
calling the school when Javier was picked up by ICE. Thus, the school 
was unaware of the profound loss Rafael and his family were feeling. The 
school secretary left messages in English on Lola’s cell phone informing her 
that Rafael was missing school. Lola deleted the messages because she did 
not understand them. Lola knew that her family was grieving the loss of 
Javier, emotionally, physically, and financially, but she did not know how 
to connect to another microsystem for support. She felt extremely isolated. 

Clinicians should assess the varied activities, roles, and relationships a 
teen maintains in each microsystem and how these activities, roles, and rela- 
tionships support or undermine their development in another microsystem. 
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For example, how the adolescent makes and retains friends in the neighbor- 
hood microsystem may be quite different from how they make and retain 
friends in the school microsystem. What is the relationship between the 
youth’s work life and school life? What is the relationship between home 
and school, work life and home, school and neighborhood, neighborhood 
and school, peers and school, peers and home, peers and neighborhood? 
Helping the youth understand the similarities and differences in how they 
“operate” in each microsystem will improve their social functioning, and 
help them better understand who they are in each microsystem. Addition- 
ally, understanding how they have to modify who they are in different envi- 
ronments can help the individual become successful in a different or new 
microsystem in the future. 


The Exosystem 


The exosystem does not involve the developing person as a participant. 
That is, the adolescent does not influence events in the exosystem, but 
nonetheless those events potentially affect their development. Some exam- 
ples of the 


(gration policies, and Medicaid) For example, decisions to lay off employ- 


ees at a parent’s workplace can have profound effects on family finances 
and, in turn, a teen’s options for present and future choices. Addition- 
ally, parent stress due to job loss can filter down to the teen, resulting in 
strained parent-child relations. 

Other exosystem stressors include residing in a food desert, defined as 
a location where there is little to no access to quality food such as fresh veg- 
etables. The digital divide, defined as disparities in access to the Internet, 
is also an exosystem factor that influences youth. For example, many queer 
youth find hope and support via the Internet, but those who perhaps reside 
in a rural area and do not have Internet access will be even more isolated. 

Returning to Rafael, the exosystem is having a major impact on him. 
The federal government’s policy by which ICE was able to carry out work- 
place raids on undocumented individuals has greatly impacted his life. 


The Macrosystem 


The macrosystem is the cultural environment that permeates the micro- 
system, mesosystem, and exosystem. It is the cultural setting that includes 


social expectations for individual and group behavior. (M@erosystems) 


diversity and civil rights. Macrosystem expectations can be universal or 


pertain to a particular subset of any population. A society’s biases and prej- 
udices undergird these expectations. As a result, some values and behaviors 
are the “norm,” while others are considered aberrant. 

The adolescent perspective on expectations of the macrosystem is 
often in flux. They may subscribe to rules, morals, and tenets of behav- 
ior that differ somewhat or drastically from parental and societal expecta- 
tions. Youth ostracize peers who exhibit behaviors and attitudes that dif- 
fer from some macrosystem norms, but celebrate peers who deviate from 
other macrosystem norms. Youth may feel a great deal of tension between 
the expectations and norms of behavior in the family, as compared to the 
neighborhood or school. 

In the example of Rafael, he is influenced by the traditional value that 
as the eldest male of the family, it is now his role to be the breadwinner. 
Since his father is no longer present, Rafael must assume the role as the 
head of the family. He also believes that his family’s well-being requires 
him to fulfill this role. Thus, for Rafael, he is following the rules and val- 
ues prescribed by his culture. He is doing the right thing by working night 
shifts. If he does not have time to go home and shower and change clothes 
before school, or decides to work a double shift to make extra money, he 
is doing what is culturally expected. Thus, for Rafael, truancy is not an 
important issue, and neither is wearing dirty clothes to school; the survival 
of his family is. 

Practitioners who understand the effects of macrosystems and the 
pressure youth may experience from these effects will have a greater appre- 
ciation about the adolescent’s sense of identity, purpose, and values. 


Case Study: Applying Ecological Theory and the M-E Approach 


Ecological theory and the M-E approach highlight the multiple systems 
that influence an individual’s relationships and the myriad of opportunities 
for assessment and intervention beyond a teen’s psychological status. 

Rafael has accrued 10 absences from school. Lola receives a letter from 
his school requiring her and Rafael to attend a school meeting to discuss 
his absences. The school principal invites a bilingual social worker to be 
present at the meeting. At the meeting, the microsystem of the school and 
the microsystem of the home finally interface. The school system is finally 
made aware of the circumstances impacting Rafael and his family. The 
family is finally made aware that Rafael has missed a lot of school. And, 
Rafael is made aware that the relevant actors in the school system and the 
family system are concerned about his absences from school and will be 
working in concert. 
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QUESTIONS TOR THE REFLECTIVE PRACTITIONER 


1. What microsystems does Rafael inhabit? 
2. How do Rafael’s activities, roles, and relationships support or undermine 
development in the other microsystems? 


3. What generational issues, critical events, and everyday stresses does Rafael 
experience? 

4. To what other microsystems can the bilingual social worker act as a bridge for 
Rafael and his family? 


5. What insights into Rafael will you miss developing if you don’t apply an ecological 
perspective? 


Chapter Summary 


In this chapter, we discussed the M-E approach to practice with teens. Addi- 
tionally, we discussed how using a human ecology lens, we can learn much 
about the ways in which the individual behaves and interacts in the many 
systems that they are developing within and the systems that are influenc- 
ing them. In the next chapter, we will discuss adolescent development. 


CHAPTER 2 


The Push—Pull 
of Adolescent Development 


1 better understand the world of adolescents, we first need to 
understand how adolescents develop into adults. We can do so by inves- 
tigating the different domains of adolescent development, which include 
physical development, cognitive development, moral development, emo- 
tional development, identity development, and social development. As ado- 
lescents mature, they grow in each of these domains, though not necessarily 
at a uniform rate. On occasion, when an adolescent is making great strides 
in one domain of development, another domain of development tempo- 
rarily falls by the wayside. Practitioners can assess in what areas a client 
may need clinical intervention by gaining a firm understanding of typi- 
cal adolescent development, and evaluating where the client diverges from 
this. Some domains may seem stunted or need opportunities for growth 
and benefit from clinical intervention, whereas other domains may simply 
require more time to develop. In this chapter, we will investigate adolescent 
risk taking and the major domains of adolescent development: physical, 
cognitive, moral, emotional, identity, and social development. 

Much of the literature and research on adolescent development is based 
in a binary gender socialization perspective, reifying the notion of differ- 
ences in development for females and males, while omitting consideration 
of adolescent development from a nonbinary or gender-fluid perspective. 
Traditionally, from the moment the biological sex of an infant is reported, 
binary gender socialization and stereotyping begin. These binary gender 
images and pressures often result in certain characteristics being suggested 
as “normative” for females and others as “normative” for males. While 
there are biological differences between males and females (e.g., repro- 
ductive organs, hormones, and physical characteristics), additionally, the 
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images and pressures of socialization to what it means, or is supposed to 
mean, to be male or female influence youth development. 

The pressures related to this binary gender socialization and sexism are 
evident throughout life, even though the human spirit and behavior refute 
these binary notions and challenge sexist conventions. Examples of this 
pressure are seen in the need for books such as the Likability Trap by Alicia 
Menendez (2019), in which the author writes about how assertive, formi- 
dable women in the workplace are viewed as unfeeling and cold and often 
punished for it, yet at the same time, women whose behavior aligns with 
traditional female gender prescriptions, such as being community-oriented 
and kind-hearted, in the workplace are viewed as easily manipulated and 
not competent leaders. 

In this chapter and throughout the book, we have made an effort to 
diminish the power of binary gender by reporting the literature and evi- 
dence that moves beyond the binary whenever possible. At the same time, 
we attend to literature that arises from the binary gender perspective 
because the resulting sexism oppresses girls and women, as well as creates 
a toxic masculinity with negative effects on boys and men. 


Adolescent Physical Development 


The concept of adolescence may be defined biologically as the process 
of puberty and the onset of sexual reproductive functioning. The age of 
puberty has been steadily declining among U.S. youth (Steinberg, 2015). 
It is not uncommon for females, especially African American females, to 
start menstruating in second grade (ages 8-9) (Steinberg, 2015). There have 
been a number of theories about why such a decline in the age of first 
menstruation has occurred; some researchers point to an increase in health 
and nutrition (Steinberg, 2015). Others are concerned that the increased 
presence of hormones in food or childhood obesity may be the cause of 
earlier puberty. Certainly, there does seem to be a relationship between the 
percentage of body fat in comparison to body weight and the onset of men- 
struation. Overweight females are experiencing their first period earlier 
than other generations did, and female youth who have lost considerable 
weight due to anorexia or extreme participation in sports cease to menstru- 
ate or delay the onset of their menstruation. 

This means that in the physical domain, girls are entering adolescence 
at a very young chronological age, while the rest of their domains of devel- 
opment (cognitive, emotional, moral, language, and social) are still operat- 
ing at a childhood level. Thus, having an adult body, but being a child in 
all other domains, is a burden that is not often addressed by parents, care- 
takers, and schoolteachers or other school staff, who often do not discuss 
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reproduction, menstruation, and birth control until the middle school years 
(ages 12-15). Thus, young females need to receive information about repro- 
duction, menstruation, and birth control at a much younger age. 


Growth and Maturation 


Part of the awkwardness of the early adolescent years is due to the adoles- 
cent growth spurt. This rapid growth happens 2 years earlier in females 
than it does in males, thereby creating a marked difference in height in 
females and males in the middle school years, with the females often tow- 
ering over their male peers. Frequently, in the middle school years, females 
look much older than their biological age, whereas males appear much 
younger. 

The growth spurt is often asynchronous, resulting in dissimilar rates 
of growth in different parts of the body, thereby creating the appearance of 
some young adolescents as having enormous hands and feet and an overall 
gangly appearance. This rapid growth may cause younger adolescents to be 
somewhat uncoordinated as they learn to adjust to their larger bodies. The 
comical expression of “tripping over one’s own feet” in early adolescence 
can actually be a source of embarrassment and humiliation. A clinician 
can help the youth to understand that this is a temporary event, and this 
information may help to lessen the pain and embarrassment. I once had a 
client whose father told her “to look on the bright side of her size 10 shoes 
in that she could always get a summer job stomping out forest fires.” The 
father was unable to see that poking fun at the girl’s large feet only caused 
her more pain and shame about her self-image. 


Adolescent Health Related to Risk Taking 
Stress 


Many of the risk-taking behaviors of the adolescent, in fact, may constitute 
maladaptive methods of dealing with the stress. Binge drinking, sexual act- 
ing out, disordered eating, cutting behavior, and truancy are but a few of 
the ineffective ways adolescents may try to combat stress. If the clinician 
understands these behaviors as not simply problematic, but symptoms of 
a greater issue, they can begin to treat the possible root cause as stress- 
related. 


Omnipotence 


Along with sexual development through puberty, the adolescent is experi- 
encing increased muscle development, which creates greater strength and 
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physical ability coupled with larger stature and the appearance of more 
adult physical characteristics. The experience of increased physical strength 
and vigor may lead to feelings of omnipotence that can provoke reckless 
behavior and risk taking. Additionally, the concept of death is extremely 
distant for most youth, so they may perceive themselves as invulnerable. 


Increased Independence 


The combination of these physical changes often leads to greater indepen- 
dence, with adults deciding to reduce their monitoring of youth. This may 
be a risky parental decision, especially with regard to males. Interestingly, 
Werner and Smith (1992) found that adolescent females fared best when 
they lived in homes where there was an emphasis on independence, emo- 
tional support, and less close monitoring of their every move. However, 
adolescent males who lived in households that emphasized concrete struc- 
tured rules, parental supervision, and adult role models functioned best. 
Though there may be individual differences within any large sample, in 
adolescence, females need increased independence over time, while males 
need adult interaction and continued parameters for behavior regulation. 
Garbarino (1999, 2001) posits that as a society, we have socialized 
our adolescent females and males differently: by protecting our teenage 
females to a greater extent than our teenage males, and supporting adoles- 
cent female emotional development better than we do the emotional devel- 
opment of adolescent males. This being said, all youth need a mixture of 
independence, structure, rules, and supervision to function best. 


Toxic Masculinity 


By not allowing or encouraging males to fully understand their emotions 
and not monitoring them as closely as our females, we do not give males 
the best tools for healthy development. Therefore, the lack of monitoring 
of males may, in fact, lead to greater risk taking and toxic masculinity. 
Toxic masculinity promotes dominance over women and the ideal that men 
should hold all the power (Parent, Gobble, & Rochlen, 2019). Toxic mascu- 
linity affects all of us in a negative way by promoting harmful patriarchal 
ideals that undermine males’ best development and oppress females, non- 
binary, and queer youth and adults (Castro, 2020; Castro, Laser-Maira, 
& Shaw, 2020). It has been suggested that the best way to change men’s 
and boys’ perceptions regarding toxic masculinity is to create a healthier 
masculinity by having males educate, advocate, and model behaviors to 
other males (Castro, 2020; Castro et al., 2020). Females can be allies, but 
males really need to change their behaviors and explain that change to 
other males (Castro, 2020; Castro et al., 2020). 
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Neuroscience 


Additionally, innovations in neuroscience have proposed that adolescent 
risk taking is a function of two systems of the brain developing at different 
times. These are the limbic system and the prefrontal cortex. The social- 
emotional brain, the limbic system, undergoes a change at about the time of 
puberty, 12-14 years old, which alters the youth’s attentiveness to rewards, 
sensation seeking, emotional arousal, short-term gratification, and adher- 
ence to social norms (Steinberg, 2009, 2015). 

However, the cognitive control portion of the brain, the prefron- 
tal cortex—responsible for impulse control, planning, self-regulation, 
anticipating future consequences, resistance to peer influences, and fore- 
thought—does not begin to mature until the mid-teens and does not fully 
mature until the mid-20s (Steinberg, 2009, 2015). Therefore, the social-emo- 
tional maturing brain is left unchecked until the cognitive control portion of 
the brain can “catch up.” Thus, adolescent risk behavior can be viewed as 
a function of timing of the growth of these different portions of the brain. 

Therefore, from a neuroscience perspective, cognitive interventions 
that change the youth’s risk-taking behavior will not work because the 
behavior is a function of an incompletely developed brain. (An entire chap- 
ter in this book, Chapter 3, is devoted to the development of the adoles- 
cent brain.) What will work from a neuroscience perspective to reduce risk 
taking is to change the environment where the youth lives. We can sup- 
port youth’s healthy development until the cognitive control portion of the 
brain matures by increasing parental monitoring, improving afterschool 
programs (since research has shown that most risk-taking behavior hap- 
pens between 3 and 7 P.M.), and offering more organized school activities. 
Additionally, legislative initiatives such as graduated driver’s licenses, dis- 
allowing cell phone texting while driving, reducing off-campus privileges 
for underclassmen, and enforcing curfews have been helpful in decreasing 
risk-taking behavior (Steinberg, 2009, 2015). 


Adolescence and Disordered Eating 


Disordered eating and body image problems affect many teenagers. This 
is both a health issue, as well as a mental health issue. A teen’s perception 
that their body is somehow inadequate and needs changing speaks to their 
lack of confidence and the social messaging they may be hearing. Practi- 
tioners must watch for and be sympathetic to such feelings and help ado- 
lescents become more comfortable with their bodies. The following three 
nutritional issues are particularly deleterious to youth: anorexia nervosa, 
bulimia, and obesity. 
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Anorexia Nervosa 


Anorexia nervosa is a disorder in which the individual perceives themself 
to be overweight and frantically controls calorie intake and increases exer- 
cise levels to reduce their weight. Even though they may be extremely thin, 
perhaps even cadaverous, the anorexic adolescent considers themself to not 
be an ideal weight. Anorexia nervosa affects between 1 and 2% of females 
and 0.2 and 0.4% of males (Science Daily, 2019). Anorexia nervosa has 
the highest rate of inpatient stay of any psychiatric illness in youth (Sci- 
ence Daily, 2019). Frequently, these youth are prone to perfectionism and 
believe that they have no control over their lives, other than their ability to 
control their calorie intake. They are often very high achievers and come 
from families that are driven by success and do not tolerate failure well. 
Additionally, there has been research suggesting a genetic component to 
anorexia nervosa (Science Daily, 2019). 

Clinicians who work with adolescent clients with eating disorders 
should collaborate with a registered dietician in order to work on both the 
emotional issues, as well as the nutritional issues. Clients with anorexia 
can suffer from brittle bones, skin discoloration, increased facial hair, dis- 
continuation of menstruation, and depression. A physician should also be 
involved since this disorder can result in death in extreme circumstances. 

On the Internet, anorexia sites have developed that support this dis- 
ordered thinking by giving youth techniques to further restrict calories. 
These sites have been extremely destructive to youth with eating disorders. 
Practitioners should inquire where the adolescent is obtaining information 
about nutrition. Clients with anorexia who are struggling to control their 
weight may hide the extent of their weight loss by wearing baggy clothes 
and lie about the amount of food they are consuming, or the amount of 
time they spend exercising. This may make it difficult for parents and con- 
cerned adults to accurately assess the adolescent’s behavior. Additionally, 
if the youth presents with a more advanced form of anorexia, a therapist 
who specializes in eating disorders should see the client; in severe cases, 
anorexia can be life-threatening, and the client may be such a danger to 
themself that hospitalization might be necessary. 


Bulimia Nervosa 


The adolescent with bulimia nervosa, like one with anorexia, sees their 
weight as problematic, but is unable to restrict calories to lose weight and 
therefore goes through cycles of eating and then purging food through 
vomiting or the use of laxatives, enemas, or diuretics. As this behavior 
continues, the clients with bulimia will become preoccupied with food, 
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sometimes consuming a great deal of high-calorie food and then purging 
it from their system. The result of this seesaw behavior may include seri- 
ous health issues, such as ulcers, dental problems, hair loss, stomach com- 
plaints, and digestive problems. The client’s physical appearance may vary 
from thin to normal weight or even overweight. 

The adolescent with bulimia feels an intense pressure to be thin and 
obsesses about food and body image constantly by creating a cycle of pre- 
occupation with food, overconsumption of food, disgust with self for over- 
consumption, purging food from self, and renewed preoccupation with 
food and body image. Their behaviors may be hidden from all, making the 
behavior well established in the youth prior to anyone becoming aware of 
it. Frequently, the youth’s issues with food stem from depression, anxiety, 
and low self-esteem. Clinicians should work on enhancing the client’s self- 
esteem and self-concept. Sometimes antidepressants are effective for treat- 
ing bulimia as well. 


Obesity 


Many believe that obesity has become an epidemic in the United States. It 
has been estimated that 4.8 million American youth ages 10-17 are obese 
(State of Childhood Obesity, 2019). This has long-term negative ramifi- 
cations for their health in adulthood, because eating patterns learned in 
childhood and adolescence continue in adulthood. A multitude of health 
disorders in adulthood, such as diabetes, heart disease, and back and skel- 
etal problems, have been linked to obesity. Additionally, these youth may 
be harassed by their peers for being overweight, feel uncomfortable social- 
izing with peers due to their weight, or remain unable to lead an active 
lifestyle due to their weight. They may experience a great deal of stigma 
and trouble forming and maintaining friendships. 

Youth with issues of obesity need to explore their relationship to food 
and how they use food. Has food become a way to soothe difficult emo- 
tions? A suppressor of difficult memories? A comfort in loneliness? A relief 
from boredom? Or, a friend who does not judge them? If any of these issues 
are true for the young person, this suggests that food is no longer simply 
a means of sustenance. Collaboration between the clinician, a registered 
dietician, and the young person must consider both the emotional, as well 
as the dietary, issues. 

Although a youth may gain some notoriety for being “big,” it often 
undermines their self-esteem by rendering them the brunt of derisive jokes. 
A recent client shared that he “did not want to be known as the ‘fat kid’ any 
longer; he wanted people to see past his physical self.” Though he under- 
stood he was more than the “fat kid,” he felt that many of his peers chose 
not to know who he really was. He said that he laughed with them when 
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they joked about his weight but inside he cried. Through counseling, he was 
able to come to know himself better and convey that image to his school- 
mates, while simultaneously with the help of a registered dietician, reduce 
his weight and maintain a healthy diet. He became a more confident and 
happier 15-year-old as he gained skills to reduce his weight. 


Adolescent Cognitive Development 


According to Piaget (1952, 1970), adolescents are in the stage of formal oper- 
ations, meaning that they can think abstractly, creatively, and in novel ways. 
Their brains can think scientifically and multidimensionally about a topic or 
problem. When they choose to use this new cognitive ability, the result can 
be amazingly intellectually stimulating, scintillating, and enlightening. Of 
course, not all youth spend a great deal of time thinking in formal opera- 
tions. However, some youth find themselves so interesting and their thoughts 
and feelings so unique that they become self-absorbed. Adolescent egocen- 
trism refers to a youth’s fascination with their new thought process and often 
wanting to share their “pearls of wisdom” with their friends, siblings, par- 
ents, and teachers. They can often become engrossed in their own thinking, 
believing that they are the only ones who ever conceived of an issue in this 
manner and that they are the sole harbinger of the truth. Those around a 
youth experiencing this sort of “enlightenment” may consider it an interest- 
ing time of self-discovery or a somewhat tedious period of self-absorption. 

To highlight this point, a youth I know very well told me, “Sometimes 
I have these great new ideas in my head and I need to tell someone before 
I forget them.” This unfortunately was his rationale for his inability to 
keep his mouth shut in class! He truly believed his thoughts had never been 
conceived of before. His own fascination with the novelty of his thoughts 
and his fear of forgetting them before he could share his ideas with oth- 
ers created a dilemma for him in class. After his teacher wrote him up for 
disrupting class a third time by talking aloud, we discussed an alternative 
solution: that he could take notes on his cell phone so his thoughts would 
not be lost, and then when the time was appropriate, he could share those 
ideas with others. This was a workable solution for him, his teacher, and 
his classmates. It also underscores the potency of the concept of formal 
operations on an adolescent mind. 


Adolescent Moral Development 


In childhood, moral judgment and behavior derive from wanting to avoid 
trouble and to be perceived by the adults as doing what is right. This 
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represents externally controlled behavior. By contrast, in adolescence, the 
youth learns to internalize: “What would I want to see happen in this situ- 
ation?” Adolescents begin to understand that they should do the “right 
thing” because it is the right action to take and not to gain positive regard 
or avoid criticism from others. Therefore, the youth moves from the exter- 
nal control of childhood moral behavior to autonomy and internal control 
in adolescence. This progression, however, varies greatly among youth. 

Moral reasoning is the outcome of the adolescent’s new and novel ways 
of thinking. Based on formal operations (Piaget, 1952, 1970), the youth can 
think through a problem with multifinality, to imagine a variety of differ- 
ent outcomes for an event. Piaget believed the strength of moral reasoning 
depends on the perception of reality. With an enhanced perception of real- 
ity, the developing individual will improve their moral reasoning as they 
improve cognitive understanding. Similarly, with greater cognitive develop- 
ment and more life experience, the youth is more competent at organizing 
and evaluating their experiences. Along with this comes the ability to take 
another’s point of view and to think abstractly. 

Other theorists like Bandura (1982, 1989, 1995, 1997) believe the 
developing person learns primarily about moral behavior from their direct 
experiences. Through their own life experiences, the person learns to be 
moral. But, they do not necessarily have to experience a situation them- 
self to develop morally; they can also learn moral behavior by observing 
others. Vicarious experiences are experiences that the developing person 
witnessed or heard about that had an influence on them. A vicarious expe- 
rience can help the developing person increase or decrease moral behavior. 
When the experience that is witnessed or heard about happens to someone 
with whom the developing person is close, the impact is greater. An exam- 
ple of this would be a youth who witnesses another youth getting in trouble 
for cheating on an exam. The vicarious experience of seeing a friend being 
punished for their immoral behavior teaches the youth how important it is 
to be an honest test taker. The youth did not have to undergo the experience 
personally to learn from it. Thereby, witnessing an experience with a posi- 
tive or negative outcome will affect the developing person’s future moral 
behavior and development. 

Kohlberg’s (1963) theory of moral development is closely connected to 
Piaget’s understanding of moral reasoning. Kohlberg believes, like Piaget, 
that moral reasoning develops in a particular sequence. Kohlberg has cre- 
ated three major stages of moral development that also have several sub- 
stages. In adolescence, youth may have achieved the third major stage of 
moral development, which he calls postconventional. Kohlberg believes 
some adolescents and adults never get to the postconventional stage of 
moral development and others only make brief “forays” into it. Within the 
postconventional stage, the first substage is called the social contract, in 
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which one chooses to act morally by considering the greatest good for the 
greatest number. The second substage of postconventional moral develop- 
ment, and the highest level for Kohlberg, is called universal ethical princi- 
ples. These principles are strongly held beliefs in following the right course 
of action even though doing that may put the individual in peril. These 
principles are held more closely than one’s allegiance to a government, affil- 
iation, or membership. The actions of Mahatma Gandhi, Martin Luther 
King Jr., and Nelson Mandela, whose adherence to their ethical principles 
were more important than their own personal safety, are examples of uni- 
versal ethical principles. The achievement of this last stage of Kohlberg’s 
moral development can be seen in some youth when they become passion- 
ate about a cause or an issue and are willing to make life changes to live in 
accordance with that cause, such as participating in political demonstra- 
tions or environmental activism, joining the Peace Corps, going on mission 
trips, or enlisting in the military. 

Many have criticized Kohlberg’s overreliance on concepts of justice. 
Other concepts such as responsibility, friendliness, and courage are of 
equal importance for moral development. In fact, there may be many moral 
actions that are more highly valued by females than by males, such as com- 
munity building, consensus making, friendliness, courage, responsibility, 
and accommodation (Gilligan, Lyons, & Hamer, 1990). 

Moral development has also been understood as the development of 
specific emotions and the regulation of those emotions. Emotions that are 
important to moral development are embarrassment, guilt, shame, empa- 
thy, and sympathy (Eisenberg, 2000). The depth of these moral emotions 
will also determine how the individual regards their own behavior. An indi- 
vidual can internalize an outcome, which means that the situation comes 
from their own making, or can externalize an outcome, which means that 
the situation was created by outside events beyond the individual’s control 
(Eisenberg, 2000). Therefore, adolescents who are able to take responsibil- 
ity for their actions by internalizing the outcomes are better adjusted and 
have greater emotional regulation. Additionally, youth have greater moral 
development if they are able to regulate their emotions and internalize their 
behavior. This is an important concept for clinicians because it means part 
of the work that must be done with youth in a clinical setting is helping 
them “own” their own behavior and learn to gain emotional regulation of 
their feelings. 

Another theorist, Lickona (1991), views good character as the com- 
posite of moral knowing, moral feeling, and moral action. Moral know- 
ing includes moral awareness, knowing moral values, perspective taking, 
moral reasoning, and decision making. Moral knowing is the component 
that is closest to the theories of Piaget, Kohlberg, and Gilligan, namely, 
the cognitive process involved in moral development. Moral feeling is the 
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emotional component of good character. Moral feeling includes conscience, 
self-esteem, empathy, loving the good, self-control, and humility. Lickona 
includes the prosocial moral emotions of Eisenberg (2000): empathy and 
sympathy. He also uses the term self-control, which is similar to Eisenberg’s 
term emotional regulation. Lickona believes empathy can be gained as a 
vicarious experience similar to Bandura’s understanding of moral develop- 
ment. Lickona sees the outcome of moral knowing and moral feeling as 
moral action. Moral action includes competence, which is the ability to 
solve a conflict fairly; will, which is the desire and the energy to solve a con- 
flict fairly; and habit, which consists of fair conflict resolution over time. 
The case of David highlights the point of Lickona’s (1991) triadic view 
of moral development. David was a 14-year-old who had been caught shop- 
lifting. In counseling, David was able to verbalize that his shoplifting was, 
in fact, stealing from another person and therefore wrong (moral thinking). 
Prior to that, he had not been able to conceive of shoplifting as an offense 
against another and only thought of it as a way of getting something he 
wanted but did not have money to pay for. Through therapy, he was also able 
to explore his own feelings about theft, both as the perpetrator and the vic- 
tim, thereby coming to better name and understand his own moral emotions. 
Finally, David was able to connect his moral thinking with his moral feeling 
by performing an act of reparation at the convenience store from which he 
had frequently pilfered. Through his moral action, he was additionally able 
to get to know the family from which he had been stealing, and to realize 
how his behaviors and the shoplifting of others had a big impact on the fam- 
ily’s livelihood. David was able to articulate these ideas to his friends, too, 
so they could begin to understand the ramifications of their own actions. 
David’s story exemplifies Lickona’s understanding of moral development 
through growth in moral thinking, moral feeling, and moral actions. 


Adolescent Emotional Development 


Adolescents feel their emotions intensely. Feelings of joy and sorrow can 
be experienced in quick succession with equal vigor and emotionality. This 
means sometimes adolescents seem to be on an emotional “roller coaster” 
from profound happiness to despair and back. Sometimes youth under- 
stand their emotions; other times they feel emotions intensely but have not 
connected the precipitating events or thoughts that triggered the strong 
emotions. 

Therefore, it is often helpful for clinicians to give adolescents a vocabu- 
lary with which to talk about their emotions. Such simple techniques as 
naming an emotion and connecting it to the action that caused the emo- 
tion are frequently good first steps. Sometimes a youth will say they are 
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mad when, in fact, they feel frustrated, incompetent, lonely, embarrassed, 
harassed, misunderstood, or demeaned. By giving the adolescent a more 
ample and precise vocabulary to talk about their emotions, the youth 
can better understand the power of the emotion and why it triggered the 
response that it did. Once adolescents are able to name and understand 
their emotions, they can begin to learn to control the emotions that cause 
them to act in ways that they may later regret. 

Social media add another element to the emotional development and 
experiences of youth. Reports on the negative effects and risks of social 
media on youth’s emotional development, such as cyberbullying, are 
widespread. However, there is also evidence of its positive influence. For 
example, scholars report that youth who engage with social media have an 
increased emotional connection to others (Reich, 2010), and those who use 
social media to stay in contact with their peers feel closer to them (Valken- 
burg & Peter, 2007). We will cover social media and youth in greater detail 
in Chapter 9. 


Emotional Intelligence 


It has been suggested that the ability to understand one’s emotions and use 
them effectively is more important than cognitive ability (Goleman, 1995, 
1998, 2001). In fact, Goleman believes emotional intelligence is a better 
predictor of success than IQ. He has separated emotional intelligence into 
four components. The first is self-awareness; this includes emotional self- 
awareness, accurate self-assessment, and self-confidence. The second com- 
ponent is called self-management, which includes self-control, trustworthi- 
ness, conscientiousness, adaptability, achievement drive, and initiative. The 
third component is termed social awareness and focuses on the concepts 
of empathy, service orientation, and organizational awareness. The fourth 
component is called relational management, which includes the desire and 
practice to develop others’ talents, exerting influence when needed, com- 
munication, conflict management, leadership, being a bridge between indi- 
viduals, teamwork, collaboration, and being a catalyst of change. Goleman 
believes that excellence in any one of these four components is key to success 
in almost any vocation (1998). Thus, having a better sense of what one’s 
emotions are, how to curtail them when needed, how to understand emo- 
tions in others, and how to support the healthy development of emotions in 
others is key to healthy emotional development. 


Gender and Emotional Development 


Based on a binary gender socialization perspective, some have suggested 
that emotional intelligence and development may be different for females 
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and males. For example, Murray (1998) found females higher in empathy 
and social responsibility and males higher in tolerance and self-confidence, 
which is not surprising in light of binary gender socialization. More recent 
discussions of gender and emotional development focus on binary gender, 
though often with the caveat for parents and teachers to encourage access 
to and play with cross-gender games and toys (e.g., Martin, 2014). We 
cover this binary material because the pressures and stereotypes for binary 
gender are still large factors in development, and because sexism has a 
much more significant effect on girls than boys. 


Females 


Carol Gilligan has made the study of adolescent females’ waning confi- 
dence in themselves her life’s work. She has found that many females in 
adolescence “lose their voice” (Gilligan et al., 1990, p. 25; Gilligan, 2009). 
By this she means some females, as they go through adolescence, repress 
some of their knowledge and assertive behavior. They prefer to act as the 
“nice girl” who has no prickly or strong feelings. This causes the adolescent 
female to be in danger of losing her “voice” because it creates an inauthen- 
tic perception of herself in her mind and the minds of her friends. She is act- 
ing in a manner that jeopardizes her own development as an individual. She 
also enters into friendships by being someone she is not, which decreases 
her ability to form meaningful authentic friendships. Pipher (1994, 2019) 
suggests that many bright and sensitive adolescent females become shy and 
doubting young women. She also suggests adolescent females need oppor- 
tunities to “shine” and be acknowledged to increase their emotional devel- 
opment. Harter (1999, 2004, 2015) disagrees with the perceptions of Gil- 
ligan and Pipher and believes that there is no such thing as “losing voice” 
in today’s females; she has found females to be verbal about their thoughts 
and feelings. Similarly, Kindlon (2007) writes about “Alpha Girls” who 
receive better grades, are leaders both in and out of school, and are entering 
the workforce with gusto. 


Males 


Research suggests females and males face different issues and challenges 
when it comes to emotional development. Pollack (1999, 2001) believes 
males in adolescence hide their emotional side, frequently believing they 
need to be “tough guys.” Some consider this “hiding” to constitute a crisis 
for boys (Farrel & Gray, 2019). In order to support males’ best emotional 
development, males need family support, community support, and mentors 
(Gurian, 2006, 2017; Kindlon & Thompson, 2000). It has been suggested 
that we, as a society, allow males to leave the family system too early, 
and therefore they do not receive important life information and emotional 


The Push-—Pull of Adolescent Development 25 


support from caring and connected adults, but instead incorrect informa- 
tion or a lack of knowledge and inadequate emotional support from peers 
who are confronting their own developmental issues (Gurian, 2006, 2017). 
These males are then stifled from fully developing their emotional self, due 
to the lack of role models to help explain the complexity of their emotions 
(Gurian, 2006, 2017). Recent research argues that males would be more 
emotionally competent if they were not defined in such narrow terms by 
what is considered masculine behavior (Castro, 2020; Castro et al., 2020). 
Particularly during adolescence, all males need to be better educated in 
the art of communication and the development of empathy (Kindlon & 
Thompson, 2000). 

Frequently, communicating their emotions is scary for many males 
because it also makes them feel vulnerable. Clinicians can help boys with 
this fear become more emotionally literate by practicing a vocabulary that 
increases their own emotional language vocabulary and their connection 
of that vocabulary to the events unfolding in their lives. Simple activities 
involving youth explaining an emotion, how they feel it in their bodies, and 
when they have recently experienced that emotion are helpful. Through 
open communication that is honest and direct, and that uses precise emo- 
tional vocabulary, the youth learns he does not have to hide behind bra- 
vado, self-aggrandizement, the bullying or demeaning of others. He can 
connect in an authentic manner that reveals his true emotions or sometimes 
creates an honest awareness of his own confusion about his conflicting 
emotions. In essence, providing males with an emotional vocabulary opens 
them up to being thoughtful, authentic selves. 


Transgender 


In a world of binary-focused gender conceptualizations, transgender youth 
struggle with transphobia on all levels: from their families, peers, teach- 
ers, schools, workplaces, and policies, such as male- or female-only single- 
gender bathroom laws in some states. And this, without a doubt, influences 
their experiences of emotional development. Similar to all youth, the trans- 
gender youth has been influenced by societal and cultural binary gender 
socialization prescriptions in the context of experiencing their psychologi- 
cal sense of gender as distinct from their biological sex. More content on 
the experiences of transgender youth will follow in Chapter 13, on working 
with LGBTQQI+ youth. 


Adolescent Social Development 


During adolescence, individuals outside of the family contribute to social 
development. Such social skills as making and maintaining friendships are 
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first acquired in school-age children, but they are honed in adolescence. For 
the adolescent, friendships serve many functions, such as companionship, 
stimulation, physical support, ego support, social comparison, intimacy, 
and affection (Zastrow & Kirst-Ashman, 2016). Social media create a 
broader circle of influences outside of the family as well as a more constant 
impact on youth because they have the potential for youth to be in 24-hour 
contact with each other, depending on parental constraints. Although 
social media’s negative effects on or risks to youth’s social development 
are well known, they also have been reported to support development and 
maintenance of friendships among youth (Valkenburg & Peter, 2011). We 
will discuss the topic of social media and youth in more detail in Chapter 9. 


Peer Influence and Social Development 


Peer influence and the susceptibility to peer influence are actually the stron- 
gest in preadolescence and early adolescence. This may be attributed to the 
lack of an integrated authentic identity that comes at the conclusion of ado- 
lescence or in early adulthood. As youth enter middle or later adolescence, 
the influence their peers have over them declines. Additionally, males gen- 
erally are more susceptible to peer pressure than females, although middle 
school females can be legendary in their ability to organize cliques and be 
mean-spirited to those within and outside the cliques (Wiseman, 2003). 
And, as stated earlier, queer youth may experience increased social iso- 
lation and feel a great deal of influence to “fit in” (Allen, Hammack, & 
Himes, 2012; Balsam, Molina, Beadnell, Simoni, & Walters, 2011; Chau- 
doir, Wang, & Pachankis, 2017). 


Adolescent Development and Disabilities 


Youth with disabilities have an added component to deal with as they 
cope with learning, intellectual, emotional, or physical experiences that 
may influence their development in various ways, from peer stigma to 
mobility concerns to educational difficulties. Researchers are exploring 
avenues that may foster resilience in the face of disability, such as the 
rejection-identification model (RIM) that suggests “the negative impacts 
of stigma, such as decreased self-esteem, may be mitigated when members 
of the stigmatized group choose to identify with each other rather than 
with the majority culture” (Bogart, Lund, & Rottenstein, 2018, p. 155). 
The RIM proposes that members of minoritized groups can find strength 
and resilience when they identify more with their “ingroup” as a shield 
against stigma and discrimination, resulting in greater rates of self-esteem 
(Bogart et al., 2018). While RIM has been applied to some minoritized 
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identity groups (e.g., people of color), it has only recently been tested as 
a protective factor for people with disabilities who identify as a member 
of a group (e.g., disability rights groups) (Bogart et al., 2018). This recent 
research does indicate that ingroup identification and affiliation (e.g., dis- 
ability pride) do serve as a buffer against the effects of stigma and are 
linked to self-esteem among people with disabilities (Bogart et al., 2018). 

A study of Paralympic swimmers (Pack, Kelly, & Arvinen-Barrow, 
2017) further suggests the benefit of connecting with an ingroup as a means 
to develop strength and resilience in the face of disability. The swimmers 
were interviewed about self-perceptions, aspirations, and identity (Pack et 
al., 2017). The findings offer a twist on ingroup identification such that the 
participants’ ingroup identity that bolstered their resilience to stigma was 
as Paralympic swimmers and athletes, not specifically disability pride (Pack 
et al., 2017). In fact, one of the other findings was that the participants 
did not view themselves as “supercrips,” a perception that they reported 
emanating from their families, schools, and other experiences (Pack et al., 
2017, p. 2063). These findings demonstrate that participation in the sport 
resulted in Paralympic swimmers’ sense of pride in accomplishment, self 
and social acceptance as “one of the crowd” of swimmers, and a “height- 
ened sense of self-concept” (Pack et al., 2017, p. 2063). Pack and colleagues 
thus suggest that engagement in sports is one means for enhancing self- 
reliance and self-assurance among people with disabilities. 

While engaging in sports is one path for enhancing the lives of youth 
with disabilities, not all youth are interested in or have access to sports 
programs. Fortunately, other research suggests that programming to sup- 
port youth with disabilities should include an array of methods for engage- 
ment (Smart, Aulakah, McDougall, Rigby, & King, 2017). For example, 
some youth may be interested in collaborating on public art projects, or 
engaging in youth-driven community change efforts, and still others may 
want to serve the community by working at a food bank. Youth with dis- 
abilities were interviewed to understand what would entice them to become 
involved in programming for the development of life skills (Smart et al., 
2017). The findings revealed that programs need to engage youth on three 
levels: affective, cognitive, and behavioral (Smart et al., 2017). At the affec- 
tive level, youth noted the importance of developing programming based 
on input from youth and of fostering positive, reciprocal relationships 
between youth and providers that leaned toward youth strengths (Smart 
et al., 2017). On the cognitive end, youth indicated that programs needed 
to help them imagine positive transformations and be tailored to youth’s 
learning styles (Smart et al., 2017). The behavioral dimension of program- 
ming that the youth described included an emphasis on youth access to net- 
works, independent choices, and empowerment for youth to demonstrate 
their capacities (Smart et al., 2017). 
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Adolescent Identity Development 


The greatest issue for adolescents is coming to know “Who am I?” AmI the 
same person or a different person when I am around my parents, siblings, 
friends, schoolmates, or neighbors? Is it OK to be a different person in dif- 
ferent situations? How much of me is the same in each of these situations? 
Erik Erikson (1959, 1968) termed adolescent psychosocial development as 
a struggle between “identity versus identity diffusion.” He sees the positive 
outcome of this stage to be fidelity, that is, one is true to oneself in any 
and all situations. The development of an integrated identity is the major 
task in adolescence. In fact, Erikson believes one’s identity is not fully con- 
gealed until adulthood because of the conflict between being oneself and 
self-doubt of who one may be (identity vs. confusion). Thus, youth are con- 
tinually considering whether “I am this type of person” or “I am not that 
type of person.” Sometimes youth spend a great deal of time experimenting 
with different versions of themselves. The process of identity formation 
takes 10 or more years, and it may be hard for both those on the journey 
of identity (youth) and those (parents, teachers, mentors, coaches) watching 
them navigate the process of identity formation. 


Pieces of the Identity Puzzle 


The identity puzzle is complex as youth develop and integrate multiple and 
intersecting identities that include gender affiliation, race and ethnicity, 
sexual orientation, vocational status, and spirituality and religious affin- 
ity, to name a few. This development occurs in a social-political context of 
power, oppression, and privilege that plays out at the familial, peer, com- 
munity levels and at the broader social, environmental, and policy levels. 
For example, a youth may be developing identities imbued with power 
(e.g., cisgender and male) while simultaneously forging minoritized identi- 
ties (e.g., Latinx, queer). Some aspects of their identity may be viewed by 
their family and close community as expected or typical (e.g., cisgender, 
male, Latinx), while others (e.g., queer) may be viewed as an aberration 
and unacceptable within those same circles. At the same time, the broader 
social and political context in which the youth resides further affects their 
identity experiences. For example, systemic and interpersonal racism will 
affect youth of color, and systemic and interpersonal transphobia and 
homophobia will affect queer youth. The youth whose Latinx and queer 
identities intersect will experience a double effect of oppressive practices at 
the hands of the broader social and political world. 

Pieces of the identity puzzle include plans for a vocation in the future. 
Adolescents grapple with how one’s work shapes who one is as an indi- 
vidual and how they will be seen by society through the work that they 
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do. Vocational aspirations often involve education, although they are also 
tied to family and socioeconomic influences. For example, in the Pacific 
Northwest region of the United States where families have been employed 
in the fishing and logging industries for generations, it was highly likely in 
the past that children would follow in their parents’ vocational footsteps. 
As these industries have faded due to diminishing salmon populations and 
forest protection, young people have had to find new vocational paths to 
follow. Youth searching for a vocation may ask themselves, “Do I want to 
do the same thing I have seen my parents do, or do I want to try something 
new?” “Do I have the requisite skills to pursue education or training in my 
area of interest?” “Will there be jobs in my field when I have completed my 
studies and training?” “Can I withstand the years of education or training 
and apprenticeship to reach my vocational goal?” “Do I have the ambition 
to persevere when my first jobs may be tedious or while my friends are 
involved in more enjoyable pursuits?” 

Other ingredients in the creation of an integrated identity are the core 
values of how to live life and what is most important and meaningful in life. 
Family, friends, religion, and environment often shape these values. Addi- 
tionally, an ideology of the idealized self, which specifies who one wants 
to be and who the individual becomes if they make a particular decision, 
contributes to an integrated identity. For example, “Am I the type of person 
who does this behavior or am I not?” The concept of an idealized self is 
also tied to moral development in that the idealized self supports or does 
not support behavior that is considered moral. 

Margaret Mead (1965) and others (G. Mead, 1934) have suggested 
that in more traditional societies, identity was easier to form since there 
was little generational change and socialization was mostly the respon- 
sibility of parents and other family members. However, in mainstream 
American society, a myriad of influences and people complicate the for- 
mation of an integrated identity. Change in a youth’s life and the unpre- 
dictability of identity development may delay the process. As mentioned 
already, multiple environments can complicate the process of identity for- 
mation. 

Formation of sexual and gender identity is part of knowing oneself and 
having an integrated identity. Adolescents often question their sexual iden- 
tity and orientation by comparing themselves and others: “Am I straight, 
gay, lesbian, bisexual, pansexual, asexual?” A teen’s biological gender and 
family and cultural values related to gender roles also affect identity devel- 
opment by giving the youth messages, though sometimes conflicting, about 
what it means to be a man or woman in the society where they live. Some 
teens experience the biological gender with which they were born as con- 
trary to their inner feelings on whether they want to live as a young man or 
young woman. They may ask, “Am I the biological gender to which I was 


30 THEORETICAL FRAMEWORK 


assigned at birth?” “Do the male or female reproductive organs I was born 
with really fit who Iam?” 

Cultural identity is also important for an integrated identity. “How 
does my race or ethnic group contribute to who I am as an individual and 
how I fit into society?” W. E. B. Du Bois (1903/1996, p. 299), speaking of 
African American youth, states that there is often a “twoness, two hearts 
and minds” from the minority to the majority culture. “Do I have the same 
identity in the minority community as I do in the majority society?” Addi- 
tionally, macro factors and micro interactions related to racism influence 
the racial identity development of teens of color (Cross, 1991; Tatum, 2003). 
Experiencing racism can lead to the struggles to which Du Bois refers in 
his statement about “two minds and two hearts.” In contrast, many White 
adolescents live in ignorance of their White racial identity due to macro 
and micro interactions that presume Whiteness as normality (Hardiman, 
1994; Helms, 1990, 1995; Tatum, 2003). White teens who grow up in more 
racially homogeneous neighborhoods and schools tend to be unaware of 
their Whiteness, and they struggle when they are called to interact in the 
larger world that is decidedly multicultural. 


Identity Statuses 


Identity development is an area of growth for youth. It is important to 
remember that identity occurs in phases. While theories of identity devel- 
opment seem to suggest that development occurs in discrete steps, in real- 
ity, there is a lot of overlap between phases in any identity development 
model such that a youth can be in one phase in a particular context and 
another phase in a different context. Additionally, identity development, on 
all fronts, is a lifelong endeavor that tends to be emphasized during adoles- 
cence, even though it may not be completed until early adulthood or even 
later in life. James Marcia (1966, 1987, 1991, 1993) suggests four identity 
statuses: moratorium, foreclosure, diffusion, achievement. These statuses 
are determined by the absence or presence of a crisis (a serious questioning 
and consideration of different and varied ideologies and/or vocations) and 
an eventual commitment or noncommitment to a particular vocation or 
ideology. There is no order to these statuses; a youth simply exists in one of 
the four statuses. Identity moratorium occurs when the youth has a crisis 
about their choices but does not commit to any vocation, being unable to 
decide on a path forward. Identity foreclosure occurs when the youth does 
not have a crisis about their choice of vocation and commits to a vocation. 
It is frequently seen in youth who join the family business without explor- 
ing any other options or youth who are told by their parents what education 
or vocation they should pursue. Identity diffusion occurs when the youth 
has not experienced a crisis but has also not decided on a future vocation. 


The Push-Pull of Adolescent Development 31 


It is observed in those who drift or float from one occupation to another. 
Identity achievement occurs when the youth moves through an active cri- 
sis and then commits to a vocation. It is the preferred status. Youth who 
reach identity achievement wrestle with their options, experimenting with 
them, and decide on one or a few occupations that are meaningful to them. 
Sometimes identity achievement may only be attained in adulthood, not 
adolescence. 


Vocational Identity Statuses 


Porfeli and colleagues (2013) expand on Marcia’s work to suggest a model 
specific to vocational identity statuses that considers current working con- 
ditions that are less stable and more varied than in previous generations. 
They propose three processes for vocational identity development (explora- 
tion, commitment, reconsideration) that they then associate with six iden- 
tity statuses (achievement, moratorium, foreclosure, diffusion, undifferenti- 
ated, searching moratorium) (Porfeli, Lee, & Vondracek, 2013). Vocational 
choices and experiences are also influenced by cultural, social, and political 
contexts (e.g., racism, sexism, high rates of unemployment) (Rottinghaus 
& Miller, 2013). 

The research of Porfeli and colleagues (2013) also named two more 
identity statuses: searching moratorium and undifferentiated. Youth expe- 
riencing the status of searching moratorium report high rates of self-doubt 
about their vocational choice as well as flexibility in their career choice. 
The undifferentiated status refers to a middle ground between exploring 
vocations and making a commitment to one. 

So, how can we best guide our adolescent clients to a vocational iden- 
tity achievement status? Some suggestions include the use of vocational 
aptitude tests, summer employment, internships, shadowing, and inter- 
viewing with individuals employed in areas of interest. We can also apply 
the three processes identified by Porfeli and colleagues (2013) that can lead 
to achieving a vocational identity: exploration, commitment, and reconsid- 
eration. In the exploration phase, youth should be encouraged to explore 
both what they do like, and do not like, about an occupation, realizing 
that within all occupations there will be certain tasks that one likes less 
than others. The commitment process can be fostered by asking youth to 
consider if their desired occupation is based in fantasy or reality? Ask the 
youth to describe what they see themself doing in 3 years, 5 years, even 10 
years. Once they have answered these questions, ask whether the youth has 
developed a plan to make that choice a reality and what steps must be taken 
today to make it an opportunity for them in the future. The third process, 
reconsideration, can be a source of comfort to youth as they strive toward a 
vocational identity as it denotes the fact that people generally hold multiple 
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jobs over the course of their life. Indeed, people may hold as many as 12 
jobs over a period of 34 years, beginning at age 18 (U.S. Department of 
Labor Statistics, 2019). 


Spiritual/Religious Identity Statuses 


Although we link the two words religious and spiritual, they do represent 
distinct concepts. Religiosity is typically defined as a connection to “a set of 
organized, institutional beliefs and behavior rules anchored in a particular 
religion . . . [that can be an] expression of spirituality” (Lee, Ng, Leung, & 
Chan, 2009, p. 173). Spirituality does not need to be tied to an organized 
set of religious precepts and encompasses a kaleidoscope of experiences. 
Lee and colleagues describe an Eastern conceptualization of spirituality 
as “including the capacity to endure and even grow from suffering and 
pain, to embrace the present, . . . to integrate the ‘self’ into a harmoni- 
ous whole, deepen connection with humankind and the universe, and to 
strive for higher goals such as compassion and loving-kindness” (Lee et al., 
2009, p. 173). Pargament suggests that spirituality encompasses a “a sense 
of connection to a much greater whole than ourselves, which includes an 
emotional experience of awe and reverence” (as cited in Land, 2014, p. 22). 

Fowler (1995, 1999) has outlined six stages of spiritual development: 
undifferentiated faith (infancy), intuitive—projective faith (early childhood), 
mythic-literal faith (school years), synthetic-conventional faith (adoles- 
cence), individuative—reflective faith (early adulthood), conjunctive faith 
(midlife and beyond), and universalizing faith. Undifferentiated faith is 
trust created through love and care. Intuitive—projective faith is influenced 
by examples, actions, stories of visible faith. Mythic-literal faith refers to 
the stories, beliefs, and observances that symbolize belonging to a com- 
munity and are internalized. Synthetic-conventional faith synthesizes val- 
ues and information and provides a basis for identity and outlook. This is 
the stage where most youth are. Individuative-reflective faith is the notion 
that the individual is responsible for their own commitments, lifestyles, 
beliefs, and attitudes. Conjunctive faith is the reclaiming and reworking of 
past understandings of faith, and the commitment to justice greater than a 
group. Universalizing faith is the generosity and authority of faith, what life 
is meant to be, and the negation of one’s own personhood for the greater 
good of all humanity. Thus, young people in the process of adolescence are 
only midway through their own development of faith. 

Marcia’s (1966, 1991, 1993) work on identity statuses, which we 
noted in the section on vocational identity statuses, is also related to ideas 
about spiritual/religious identity (Kiesling, Sorell, Montgomery, & Col- 
well, 2006). In this way, youth can be viewed as transitioning through and 
within Marcia’s four identity statuses (moratorium, foreclosure, diffusion, 
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achievement) as they grapple with notions of spiritual and/or religious 
beliefs, commitments, rejections, and resolutions. How youth experience 
this process will likely be influenced by their family’s spiritual/religious 
orientation, and how open their family may be to allowing the youth to 
question and challenge the perspectives associated with this orientation. 
In addition, as youth move through adolescence and their brains develop 
greater capacity for existential and abstract thinking, their perspectives on 
and orientations to religion and/or spirituality will likely change. 


Racial Identity Statuses 


The literature on racial identity development has reported theories of per- 
son of color identity development (Cross, 1991; Parham, 1989), theories of 
White identity development (Hardiman, 1994; Helms, 1990, 1995), and 
theories of biracial identity development (Poston, 1990; Renn, 2003; Root, 
1990). 

Person of color identity development is represented by five statuses: 
conformity, dissonance, immersion—-emersion, internalization, and integra- 
tive awareness (Cross, 1991). Conformity identity status has two modes. 
The active mode results from the preponderance of images, often perpetu- 
ated by the media, that suggests a White model of lifestyle and beauty in 
the absence of images of people of color. This mode is also perpetuated 
when young people of color attend schools, for example, where the major- 
ity of teachers are White. These images may lead the young person of color 
to question, “If all of these images of beauty and success are of White 
people, what does that say about me?” Other young people of color in the 
conformity status may enter into a passive mode: “No one will treat me 
different because Iam African American or Latinx.” Whichever mode the 
young person is in, they enter dissonance status when personal experiences 
of racism are acknowledged. This often happens for young people of color 
when they are rejected by their White peers or the parents of their White 
peers (e.g., not being invited to an upcoming birthday party) or the differ- 
ential treatment they may experience while shopping at the mall with their 
White friends (e.g., when store clerks treat them, not their White counter- 
parts, with suspicion). 

Immersion-emersion status develops as the young person becomes 
justifiably angry about their experiences of racism. Some youth in this sta- 
tus may develop an “in-your-face” identity that shuns whatever they view 
as the “White normative standard.” Many young people move beyond this 
stage to internalization status in which they develop a more integrated 
identity. In this status, the teen remains very aware of how racism and 
other forms of oppression serve to exploit their self-image and works to 
deflect that exploitation. However, they may reject the formerly held view 
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of certain behaviors, such as getting good grades in school, as part of a 
presumed White normative standard. Integrative awareness status may fol- 
low, during which the teen expresses positive feelings about their racial self, 
recognizes the illness of oppression, and works to combat it within themself 
and society. The process of movement within these identity statuses will 
depend on the cultural and ethnic heterogeneity of the contexts in which 
the young person is raised. This is not to suggest that there are some con- 
texts in which racism is nonexistent, but that the experiences of racism may 
be buffered by other experiences a youth might have if they live in a more 
racially mixed neighborhood or attend a school where many teachers share 
their racial identity. 

The model of biracial identity development has five statuses: personal 
identity, choice of group categorization, enmeshment/denial, appreciation, 
and integration (Poston, 1990). The personal identity phase is viewed as a 
time when the person is pre-adolescent and their sense of self may not be 
associated with any specific ethnicity or race (Poston, 1990). This is not to 
suggest that the pre-adolescent lacks awareness of race and ethnicity, but 
that they may not have a well-developed orientation to a reference group 
(Poston, 1990). Instead in this phase, their personal identity may be based 
on their sense of self-worth and esteem learned through interactions within 
their family (Poston, 1990). The next identity status, choice of group cat- 
egorization, arises as the youth develops, either from internal or external 
forces, a sense that they need to choose one ethnic group in order to belong 
to some entity (e.g., peers, family) (Poston, 1990). This status may include a 
period of crisis and struggle, of feeling alienated (Poston, 1990). Sometimes 
the youth may feel caught between having to choose to identify with one or 
the other parent’s racial identity (Poston, 1990). 

The third phase, enmeshment/denial, is described as the time during 
which the youth experiences confusion and guilt related to choosing one 
identity over another versus being able to live as their whole biracial self 
and identify with both parents (Poston, 1990). This phase is a time of great 
emotional and social challenge for the youth, and Poston (1990) suggests 
that family and community support for exploring all facets of their identity 
help them reach resolution. The fourth phase, appreciation, is described as 
a time when the youth begins to appreciate their multiple racial identities 
as they may learn more about their different ethnic/racial heritages and 
become more comfortable identifying with them (Poston, 1990). The final 
phase, integration, represents a point at which the youth comes to terms 
with accepting and valuing the totality of their racial identities (Poston, 
1990). 

The model of White identity development has six identity statuses: 
contact, disintegration, reintegration, pseudo-independence, immersion— 
emersion, and autonomy (Hardiman, 1994; Helms, 1990, 1995). The 
hopeful culmination of White identity development is the acquisition of an 
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antiracist White identity. Movement among the White identity statuses is 
dependent on the level of heterogeneity of the contexts in which a young 
White person is being raised. As noted earlier, White people who are raised 
in predominantly White contexts have a greater tendency to be unaware of 
their White racial identity. In fact, the initial identity status in the model 
of White identity development is called contact. When the youth is in con- 
tact status, they lack an awareness of their own Whiteness and are naive 
concerning people of color. As a result, the teen in this identity status often 
claims to be color blind and is likely to commit racist actions or have racist 
thoughts without recognizing them as racist. 

At the point that a teen becomes aware that Whites receive unearned, 
preferential treatment over people of color, they enter disintegration status. 
The teen in this status typically feels shame, guilt, and/or confusion about 
this differential and unearned preferential treatment. They often may see 
racism everywhere but deny the reality of this experience for people of color. 
For example, the White teen’s peer of color may question whether a White 
teacher’s actions toward them are racist, and the White teen may respond by 
telling their peer that the “teacher is just a jerk and treats everyone poorly.” 

The White teen begins to take on reintegration status as they attempt 
to reduce the discomfort of the previous status. As a result, the teen in this 
status tends to view people of color as responsible for their experiences of 
racism and may excuse their own acts or thoughts of racism by pointing 
out to others, “I have friends who are people of color.” If the White teen 
begins to take the awareness of racism from the previous status and more 
openly recognize it by questioning the stereotypes and assumptions they 
might harbor about people of color, then they enter pseudo-independence 
status. This status is labeled pseudo or artificial because the White person 
in this status works to deny their White racial identity and is likely to point 
out, “Whites are racist, but not me. I might be more like Black people than 
you all even think!” 

If the White teen moves beyond these attitudes toward a deeper aware- 
ness of racism, both cognitively and emotionally, then they are likely to 
enter immersion—emersion status. Here, the teen is able to acknowledge 
that they sometimes err and are unintentionally racist and then work to 
make changes in themself and the world. The teen will seek out other White 
teens who share their cause to end racism as well as directly confront racism 
when they see it. As the young White person enters autonomy status, they 
maintain the goals and changes from immersion—emersion status and, as a 
result, become more capable of genuine relationships with people of color. 
As with all aspects of adolescent development, the White teen’s movement 
through these identity statuses is influenced by the many contexts in which 
they are raised. In addition to the range of diversity in their school and 
neighborhood, their family’s attitudes about race will also influence this 
aspect of the teen’s identity development. 
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Sexual Orientation Identity Statuses 


We live in a complex time in which homophobia and transphobia are ever 
present and have detrimental and serious effects on youth. At the same time, 
there are also more public representations of members of the LGBTQQI+ 
or queer community than in previous generations. In this sense, youth have 
more terms and ways to communicate about their sexual and gender identi- 
ties, as well as the potential to find images of successful role models either 
in person or in the media. This presence does not lessen the struggles that 
queer-identified youth face in their families, schools, religious organiza- 
tions, sports, and peers, although it represents a shift in norms that may 
give some youth more permission to explore their sexual and gender identi- 
ties than in the past. 


Sexual Orientation Identity Development 


Heterosexual adolescents and adults are often unaware of how they develop 
their sexual orientation because society assumes that heterosexuality is 
the norm. The heterosexual teen just knows he’s attracted to one girl or 
another and does not label himself; he’s just normal. The heterosexually 
oriented girl just knows she wants that certain boy to pay attention to her; 
she has no sense that there is a name for that attraction; she just fits in. In 
contrast, the queer teen is aware that they are different from their peers 
and from the displays of relationships they see in the media. These teens 
may not have a word or label to describe their same-gender attractions and 
may not even be fully aware of what that means for them, but they know 
they are not just normal and do not just fit in. This sense of difference may 
vary depending on the teen’s exposure to individuals and media sources 
that support or reject their same-sex attractions. As Savin-Williams and 
Diamond (1999) state: 


Children do not wonder “why am I gay” but “why am I different?” These 
feelings often eventuate in feelings of marginality, alienation, and isolation 
from family, peers, and the larger society. The feelings may become espe- 
cially salient .. . [as puberty progresses and]... what were once feelings and 
thoughts such as she’s my best friend forever turn to feelings and thoughts 
such as why do I feel like I want to kiss her? (p. 244, italics in original) 


Macro-, exo-, meso-, and microsystem expectations for heterosexual- 
ity influence the sexual orientation identity development of all teens. In 
fact, Worthington and his colleagues (2002) state that “homonegativity is 
so pervasive at both macro and micro levels of the social environment that 
it undoubtedly has impact on the sexual identity development of both males 
and females” (p. 508). In this chapter, we discussed Erikson’s developmental 
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stage of identity development versus role confusion and various identity 
statuses. None of these scholars appear to have considered how their theo- 
ries would apply to sexual orientation identity development. However, their 
ideas provide a foundation for understanding it, and Worthington and his 
colleagues extend Marcia’s (1966) work to explain the five statuses of het- 
erosexual identity development: unexplored commitment, active explora- 
tion, diffusion, deepening commitment, and synthesis. A summary of each 
status is provided in Table 2.1. 

Sexual orientation development for queer youth stems from the iden- 
tity statuses noted in Table 2.1, with the outcome of active exploration 
resulting in a gay/lesbian sexual orientation as opposed to a heterosexual 
orientation. Cass (1979) suggests the developmental phases these youth 
might experience as they work through Worthington et al.’s (2002) stage 
of active exploration. Cass’s phases are noted alongside Worthington and 
colleagues’ pertinent identity statuses in Table 2.2. 

Heterosexism and homophobia at all levels of the social environment, 
from macro blueprints and exosystem policies to micro relationships, influ- 
ence a teen’s active exploration of their sexual orientation. This influence 
combined with the teen’s internal need for cognitive and emotional congru- 
ency can lead to the social and emotional risks noted earlier in this chapter 
(Waldner-Haugrud & Magruder, 1996). Teens in this predicament may tend 
toward depression and low self-esteem (Lucassen, Stasiak, Samra, Framp- 
ton, & Merry, 2017) and increased stigma (Herek, Gillis, & Cogan, 2009). 

Lack of support can compound the teen’s internal confusion as well 
as social isolation (Allen et al., 2012; Balsam et al., 2011; Chaudoir et al., 
2017). In fact, teens who are confused about sexual orientation identity 
(i.e., those who were unsure and had not declared themselves as gay, les- 
bian, bisexual, or heterosexual) are more likely to (1) be delinquent, (2) 
use illicit substances, (3) report running away overnight, (4) report more 
depression, and (5) report more suicidal thoughts (Rose, Boyce Rodgers, & 
Small, 2006). The questioning adolescent who has access to trusted adults 
and a belief that those adults care about them, as well as the capacity to do 
well in school, will be protected from some of these risks (Allen et al., 2012; 
Balsam et al., 2011; Chaudoir et al., 2017; Rose et al., 2006; Rotheram- 
Borus, Rosario, Van Rossem, Reid, & Gillis, 1995). 


Transgender Identity Development 


Research and theory on the process of transgender identity development 
are minimal. However, one study reports age-graded experiences of com- 
ing to recognize transgender identity (Grossman, D’Augelli, Howell, & 
Hubbard, 2005). Trans-identified youth reported an awareness of “feeling 
different from others” as early as 7 years old. Girls who transitioned to 
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TABLE 2.1. Identity Statuses of Heterosexual Identity Development 


Identity status 


Summary of status characteristics 


Unexplored 
commitment 


Active 
exploration 


Diffusion 


Deepening 
commitment 


Synthesis 


Characterized by a naive commitment to heterosexual identity in 
which “most heterosexually identified individuals . . . are likely 

to experience little conscious thought about their adoption of 
compulsory heterosexuality” (Worthington et al., 2002, p. 515). 
“People at this level of identity development are likely to assume that 
non-heterosexuals do not exist in their microsocial contexts (e.g., 
familial and immediate social circumstances) and believe they do not 
know anyone who is [GLB gay, lesbian, bisexual]” (p. 516). Hence, 
they often have a limited understanding of [GLB] people, based on the 
stereotypes present in society. 


This status is marked by “purposeful exploration, evaluation, or 
experimentation of one’s sexual needs, values, orientation and/ 

or preferences for activities, partner characteristics” (Worthington 
et al., 2002, p. 516). During this exploration, individuals question 
the normative expectations for heterosexuality. “Although some 
individuals in this status may consciously experiment with [imagined] 
or real sexual activities with same-sex partners, most seem to [still 
maintain that they are heterosexual]” (p. 517); however, some 
individuals in this identity status might question their fit with a 
heterosexual identity and wonder if they may be gay, lesbian, or 
bisexual. 


Individuals often enter this status as a result of a crisis, and those in 
this status are likely to be confused about a number of their identities, 
not just sexual orientation. This status is marked by individuals 

being “intentional in their nearly random willingness to try or be 
almost anything [related to their sexual orientation], however this 
intentionality is with respect to rejection of social conformity for 

its own sake rather than toward a specific set of experiences or 
outcomes” (Worthington et al., 2002, p. 518). 


This status resembles Marcia’s (1987) achieved identity in that the 
youth makes a commitment to heterosexual orientation through, 

for example, the experience of dating opposite-sex peers. However, 
given the “strong social forces that create sets of narrowly defined 
expectations for sexual identity [e.g., heterosexuality]” (Worthington 
et al., 2002, p. 519), many enter this commitment status without 
experiencing active exploration. Some people will maintain this 
status, others may move back to diffusion or active exploration, while 
others may move forward to synthesis. 


This status is characterized by the integration of one’s heterosexual 
orientation with the other identities (e.g., gender, race/ethnicity, 
religion). Worthington and colleagues (2002) suggest that this status 
might not be achieved without active exploration through which 

the youth is able to question the social mandate for heterosexuality, 
in effect reflecting on the question “Am I heterosexual?” or “What 
makes me heterosexual?” 


Note. Based on Worthington, Savoy, Dillon, and Vernaglia (2002). 
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TABLE 2.2. Identity Statuses Integrated with Model of Gay/Lesbian 
Identity Development 


Worthington 
et al.’s (2002) 
identity status 


Cass’s (1979) 
identity phase 


Summary of Cass’s identity phases 


Active Identity “Could I be gay?” Marked by denial and 
exploration confusion confusion due to compulsory heterosexuality. 

Identity “Maybe this does apply to me.” Marked by 

comparison social isolation and a sense that it’s just this one 
person; otherwise, I like the opposite sex. 

Identity “I’m not the only one.” Marked by beginning 

tolerance acceptance of probability of being gay, 
experience of internalized heterosexism and 
stereotypes combined with awareness of gay 
community/culture. 

Deepening Identity “T will be OK [if Iam gay].” Marked by 
commitment acceptance acceptance of self as gay, attempts at coming out 
to selected peers and adults. 

Identity pride “T’ve got to let people know who I am!” Marked 
by immersion into gay/lesbian identity and 
culture, with a sense that only other gay people 
are relevant friends and supports. 

Synthesis Identity Integrates gay/lesbian sexual orientation as one 
synthesis aspect of self with other identities (gender, race/ 


ethnicity, religious). Values all peer and adult 
supports, both gay and heterosexual. 


Note. Based on Worthington, Savoy, Dillon, and Vernaglia (2002) and Cass (1979). 


boys reported that at around the age of 6 they heard others refer to them as 
different, but boys who transitioned to girls were around 9 years old when 
they experienced this (Grossman et al., 2005). Ridicule experiences related 
to being called either a “tomboy” or “sissy” as a result of their gender 
nonconforming behavior began at an average age of 6 years for girls and 8 
years for boys. 

By an average age of 9-10, the youth in this study reported that their 
parents asked them to “stop acting like a tomboy or sissy” (Grossman et 
al., 2005, p. 4). However, their parents did not ask if they were either gay, 
lesbian, or transgender until they reached an average age of 12-13. The 
youth also reported that at around this same age their parents suggested 
that they needed counseling for their gender nonconforming actions (14 
years for females who transitioned to male [FTM] and 11 years for males 
who transitioned to female [MTF]). The youth began to label themselves as 
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transgender between 13 years old (MTF) and 15 years old (FTM) and told 
someone else for the first time that they identified as transgender at around 
17 years old (FTM) and 14 years old (MFT) (Grossman et al., 2005). While 
more research is required, Grossman et al.’s study highlights the early 
inklings of difference described in Jennifer Boyle’s (2004) memoir of grow- 
ing up and into a transgender identity as male to female. It also confirms 
that transgender youth experience ridicule and pressure as they struggle 
with societal expectations on their gender expression. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


How do you assess your adolescent client’s physical development? 
How do you assess your adolescent client’s cognitive development? 
How do you assess your adolescent client’s moral development? 
How do you assess your adolescent client’s identity development? 

. How do you assess your adolescent client’s social development? 


AAR wWNH 


. What information about adolescent development is important for your adolescent 
client to understand? 


7. What information about adolescent development is important for your adolescent 
client’s parents to understand? 


Chapter Summary 


In this chapter, we have discussed the different domains of adolescent 
development, which include physical development, cognitive development, 
moral development, emotional development, identity development, and 
social development. Additionally, a variety of competing theories of adoles- 
cent risk have been presented. It is our hope that with a good grounding in 
adolescent development, the clinician can be most effective in understand- 
ing and evaluating adolescent behavior. 

In the following chapter, we will further deepen our knowledge of ado- 
lescent development by better understanding the adolescent brain. 


CHAPTER 3 


The Adolescent Brain 


This chapter helps clinicians understand how the adolescent’s 
brain and the adult brain are not the same. As we learn more from neurosci- 
ence, we realize how much of adolescent behavior is connected to the devel- 
oping brain. Even though adolescents can rationally and logically discuss 
problems and outcomes in calm moments, and are as intelligent as adults, 
in the heat of the moment their developing brains do not help them behave 
rationally or logically. Because on the outside youth look fully developed, 
the assumption is made that their brains are as well, which causes a great 
deal of trouble for them. As we better understand emerging research, we 
come to realize that much of the behavior that gets adolescents in trouble 
results from operating with a not fully mature brain. 


Brain Development 


We do not have memory of how our brain has matured over time. We 
may remember some erroneous thoughts we had as children (for instance, 
believing two different issues were connected when, in fact, they were not), 
or our belief in Santa Claus or the Tooth Fairy. But generally, we do not 
contemplate our actual thinking until we are in the highest level of cogni- 
tive development, formal operations (Piaget, 1952, 1970). Thus, our brain 
makes huge leaps forward processing information and events in new and 
novel ways without our understanding or even being aware of the quantita- 
tive and qualitative changes that are taking place within it. 

Young people are physically the same size as we are. They are as intel- 
ligent, insightful, creative, and talkative as we are. They are often more 
athletic than we are. Everything about youth seems to let adults know that 


41 


42 THEORETICAL FRAMEWORK 


we are in the company of people who are our peers, albeit younger and 
with fewer life experiences. However, if we were able to see inside their 
brains, we would realize that the way they think is vastly different from the 
way adults think. Thus, we have assumed that adolescents are just younger 
adults when, in fact, they are quite different. We have expected them to 
behave like adults when, in fact, they are often incapable of doing so. 


Neuroscience 


Neuroscience is the study of the human brain and the nervous system (Psy- 
chology Today, 2020). It combines the disciplines of biology, physiology, 
anatomy, psychology, human behavior, and cognition to better understand 
the brain (Psychology Today, 2020). Neuroscience is a rapidly evolving dis- 
cipline. With advances in computer imaging, the scanning of the brain is 
now possible (Psychology Today, 2020). Being able to see the living brain 
actively think, process, experience emotions and events through computer 
imaging helps scientists understand how the brain is wired. It also makes it 
possible to see many different brains over the life course to understand the 
normal trajectories of how the brain develops over time. 


Neurodevelopment 


Neurodevelopment is the brain’s development of neural pathways that influ- 
ence performance or function (Brighton Center for Neurodevelopment, 
2020). It begins in utero but continues through adolescence into adulthood. 
For all humans, brain development continues through a person’s mid- to 
late 20s (Blakemore, 2018; Jensen, 2015; Schepis, Adinoff, & Rao, 2010; 
Steinberg, 2007, 2009). The brain reaches its adult size by about 10 years 
old (Steinberg, 2015). However, the brain continues to be molded by both 
environmental factors and physical development until a person’s mid-20s 
(Jensen, 2015). 


Nature versus Nurture 


Brain development is affected by both genetics and environment (Perry, 
2001, 2008). The initial expression of genes begins shortly after concep- 
tion in a patterned manner (Perry, 2001, 2008). However, as the individual 
grows and develops, the environment where the individual resides has a 
profound effect on how their genes are expressed (Jensen, 2015; Perry, 
2001, 2008). Therefore, our brains develop with the expression of the genes 
we have received from our parents, that is, nature, and the environment we 
are raised in, that is, nurture. Therefore, who we are always occurs in rela- 
tion to both our genetic makeup (nature) and our environment (nurture). 
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The Study of Heritability 


How much of what we do, feel, act, and think is merely just our genes 
expressing themselves, and how much results from the influences in our 
environment? For instance, it has long been understood that intelligence 
has a genetic influence (Plomin, 1994). However, even something as geneti- 
cally influenced as intelligence is only about 30-60% heritable (Plomin, 
1994; Verweij et al., 2010). 

Therefore, we may be the product of two brilliant parents, but if we 
are never educated and never experience a variety of life experiences and 
activities, we may not end up expressing our full genetic potential and be 
as bright as our parents. Conversely, if we are born to two parents of aver- 
age intelligence and are given a stimulating education, enriched and varied 
experiences growing up, opportunities to be curious, and that curiosity 
is met with increasing knowledge and opportunities for growth, we may 
actually surpass our genetic potential. 

Thus, our environment always has a substantial influence on how our 
brain develops. This, we believe, is a very hopeful consideration for clini- 
cians. It allows us to support, recommend, and advocate for education that 
is stimulating for children and youth. It also makes us advocate for youth to 
have broad experiences, such as visiting libraries, museums, parks; camp- 
ing trips; attending concerts, theatrical performances, science fairs; going 
to planetariums, nature preserves, and historical locations. In fact, children 
and youth should visit any venue that allows youth to see and experience a 
world that expands their knowledge and lived experiences. 


Patterns of Brain Development 


The brain develops from the back to the front (Jensen, 2015). Thus, the 
front of the brain is the last to develop and does not do so until a person’s 
mid- to late 20s (Jensen, 2015). In the next section, we will explain why the 
delay in the maturation of the front of the brain has such a profound effect 
on adolescents. 


Areas of the Brain and Function 


The brain is divided into three regions (from top to bottom): the cerebrum, 
the cerebellum, and the brain stem (Hines, 2018). 


Cerebrum 


The cerebrum is the largest portion of the brain (Hines, 2018). It makes 
up 85% of the total weight of the brain (Uhernik, 2017). The cerebrum is 
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divided into two hemispheres: the right and left hemisphere (Hines, 2018). 
The two hemispheres of the brain are joined by connective fibers called 
the corpus callosum (Hines, 2018). The corpus callosum transmits mes- 
sages from one hemisphere to the other hemisphere of the cerebrum (Hines, 
2018). The right hemisphere of the cerebrum controls the left side of the 
body, and left hemisphere of the cerebrum controls the right side of the 
body (Hines, 2018; Uhernik, 2017). The left hemisphere of the cerebrum 
controls speech, comprehension, arithmetic, objectivity, logic, reasoning, 
and writing (Hines, 2018; Uhernik, 2017). The right hemisphere of the 
cerebrum controls creativity, spatial ability, artistic ability, musical abil- 
ity, intuition, imagination, subjectivity, ability to synthesize, emotions, and 
facial recognition (Hines, 2018; Uhernik, 2017). The left hemisphere is 
dominant in hand use (being right-handed) in about 92% of people (Hines, 
2018). 

The cerebrum is also divided into four lobes (from front to back): fron- 
tal, parietal, temporal, and occipital (Jensen, 2015). Although the brain 
relies on many different parts of the brain to work together, particular 
functions are carried out in each lobe (Queensland Brain Institute, 2018). 
Covering the cerebrum is the cortex (Hines, 2018). 


Frontal Lobe of the Cerebrum 


The frontal lobe is located in the top front of the brain where executive 
functioning occurs (Jensen, 2015). Executive functioning refers to judg- 
ment, insight, abstraction, and impulse control (Jensen, 2015). The frontal 
lobe is also where assessment of risk and self-awareness take place. It is the 
last section of the brain to fully develop. 

The prefrontal cortex (the front of the frontal lobe) goes through 
prominent and extensive growth changes during adolescence and early 
adulthood (Hammond, Mayes, & Potenza, 2014). The prefrontal cortex 
is responsible for higher-level cognitive functions, decision making, plan- 
ning and forward thinking, inhibiting or moderating behaviors, personal- 
ity expression, and is linked to emotional regulation (Blakemore, 2018; 
Hammond et al., 2014; Ryan & Ammerman, 2017; Schepis et al., 2010; 
Steinberg, 2007, 2009). The medial prefrontal cortex regulates emotions, 
empathy, and deciphering other people’s intentions (Battistella et al., 2014). 
In fact, it has been found that adults think with the prefrontal cortex and 
youth process through the amygdala (the emotional center of the brain) 
(Fetterman, Campellone, & Turley, 2020), thereby making them more 
often driven by their feelings than their thoughts (Fetterman et al., 2020). 
This also helps explain why when asked to explain their behavior, youth 
frequently cannot describe what they were thinking, only how they were 
feeling when the behavior occurred (Fetterman et al., 2020). 
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The frontal lobe of the brain is the last part of the brain to develop 
(Jensen, 2015). Thus, in youth it is the least mature and the least connected 
(Jensen, 2015). In adolescence, the frontal lobe is only 80% developed (Jen- 
sen, 2015). It is because of this immature part of the brain that we see 
such behaviors in adolescence as mood swings, irritability, impulsiveness, 
explosiveness, poor follow-through, and lack of focus (Jensen, 2015). It 
also helps to explain why youth are risk takers, why they have unprotected 
sex, and why they experiment with drugs and alcohol (Jensen, 2015). 

Damage to the frontal lobe can cause an inability to make thought- 
ful decisions and reduce executive functioning as well as increase risky 
behaviors (Uhernik, 2017). Therefore, during the initial assessment, one 
should always inquire about any head injury the client might have sus- 
tained, including a concussion, multiple concussions, or if they were ever 
diagnosed with a traumatic brain injury (TBI). 


Parietal Lobe of the Cerebrum 


The parietal lobe is located on the top back of the brain right behind the 
frontal lobe (Jensen, 2015). It is where movement, sensation, and senses 
are located (Jensen, 2015). The parietal lobe interprets language and words 
(Hines, 2018). It also interprets vision, hearing, sensory, and memory 
(Hines, 2018). Spatial perceptions are additionally housed in the parietal 
lobe (Hines, 2018). This is another region of the brain that is not yet fully 
developed in adolescence (Jensen, 2015). 

The posterior parietal lobe is in charge of concentration and atten- 
tion; it is vitally important for youth and their ability to focus and learn 
information (Volkow, Balder, Compton, & Weiss, 2014). The parietal lobe 
is also where switching between tasks is located (Jensen, 2015). It helps the 
frontal lobe to focus (Jensen, 2015). These two issues—switching between 
tasks and focusing—define what multitasking is (Jensen, 2015). However, 
for youth who do not have fully developed parietal lobes, multitasking is 
not yet possible. This is why texting on a phone while driving has caused 
so many adolescents to die in auto accidents (Jensen, 2015), or why youth 
trying to memorize information with a television or music on in the back- 
ground poorly retain such information (Jensen, 2015). This demonstrates 
not the lack of desire of youth to multitask, but their lack of ability to do so 
until they have a fully developed parietal lobe. 


Temporal Lobe of the Cerebrum 


The temporal lobe is located on the sides of the brain where emotions, 
emotional regulation, sexuality, and speech and language emanate (Hines, 
2018; Jensen, 2015). It is also where sequencing and organization reside 
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(Hines, 2018). In the temporal lobe, facial recognition is also stored (Bailey, 
2020). The temporal lobe also houses the brain’s ability to process sensory 
information, recognize language, and form memories (Queensland Brain 
Institute, 2018). 

Within the temporal lobe is the hypothalamus, where automatic 
responses to fear or danger are created and where flight-or-fight responses 
are activated (Bailey, 2020; Uhernik, 2017). Thus, the hypothalamus acts 
as the first responder to new stimuli. Near the hypothalamus is the hip- 
pocampus, where faces, memories, emotions, and words are then either 
put into short- or long-term memory (Bailey, 2020; Uhernik, 2017). In the 
case of posttraumatic stress, the hippocampus does not fully process the 
memory into long-term memory, which is what causes the memory to be 
replayed (Uhernik, 2017). (Posttraumatic stress will be more fully discussed 
in Chapter 11.) Near the hippocampus is the amygdala. The amygdala is 
responsible for both emotional responses and the emotional connection to 
memories (Uhernik, 2017). It receives stimuli from all the senses and cre- 
ates conditioned responses to fear (Uhernik, 2017). 


Occipital Lobe of the Cerebrum 


The occipital lobe is located at the back of the brain where vision is (Jensen, 
2015). It is also responsible for our ability to recognize objects and inter- 
pret color, light, and movement (Hines, 2018). Additionally, the occipital 
lobe interprets depth, distance, and location (Queensland Brain Institute, 
2018). In the first years of life, the occipital lobe is fully functional. 


Cerebellum 


Under the cerebrum is the cerebellum (Hines, 2018). The cerebellum makes 
up 10% of the brain’s total weight (Uhernik, 2017). The cerebellum regu- 
lates motor patterns, muscle movement, posture, balance, and coordina- 
tion (Hines, 2018; Jensen, 2015). It is fully functioning in early childhood. 


Brain Stem 


The brain stem connects the cerebrum and cerebellum to the spinal cord 
(Hines, 2018; Jensen, 2015). It is where important biological functions are 
located: breathing, heart rate, body temperature, wake and sleep cycles, 
digestion, blood pressure, bladder control (Hines, 2018; Jensen, 2015). It 
carries out automatic functions (Hines, 2018; Jensen, 2015). The brain 
stem needs to be fully functional at birth for us to survive. 

However, one of the functions of the brain stem, sleep cycles, do not 
fully regulate until adulthood (Jensen, 2015). Interestingly, melatonin, a 
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hormone in the brain that induces sleep, is released 2 hours later in a teen’s 
brain than an adult’s brain (Jensen, 2015) thus creating the adolescent’s 
difficulty in getting to sleep and waking early, since the effects of melatonin 
are still being felt (Jensen, 2015). 


Cortex 


The majority of cortex is developed before early childhood, although for- 
mation of the neocortex of the brain continues through adolescence (Perry, 
2001). The neocortex is the part of the brain that covers the frontal lobes, 
parietal lobes, occipital lobes, and corpus callosum (Perry, 2008). It is 
responsible for such cognitive functions as abstraction, self-image, social- 
ization, and affiliation (Perry, 2008). 

The cortex contains neurons called grey matter (Hines, 2018). Grey 
matter is found throughout the brain and brain stem, and contains most 
of the brain’s neural cell bodies (Battistella et al., 2014; Blakemore, 2018; 
Hammond et al., 2014). It is responsible for brain functioning with mem- 
ory, emotions, decision making, and self-control (Battistella et al., 2014; 
Blakemore, 2018; Hammond et al., 2014). With brain development, grey 
matter increases in childhood, experiences its greatest increase in early ado- 
lescence, and continues to increase in later adolescence (although at a slower 
rate than in early adolescence) and then exhibits slowed growth into adult- 
hood (Blakemore, 2018; Jensen, 2015). Grey matter promotes a tremendous 
amount of synaptic connections between brain cells, which help the parts of 
the brain link and interact with each other (Blakemore, 2018). Beneath the 
cortex is white matter that connects through long nerve fibers the areas of 
the brain to each other (Hines, 2018). White matter increases throughout 
adulthood and slowly decreases during one’s 50s and 60s (Jensen, 2015). 


Brain Development and Risk Taking 


Adolescents take more risks than children or adults do (Steinberg, 2015). 
Youth are also more impulsive than adults (Jensen, 2015; Steinberg, 2015). 
Additionally, youth are more sensitive to the potential of a reward from a 
risky behavior than adults (Jensen, 2015; Steinberg, 2015). It is not that 
youth do not understand the consequences for misbehavior; it is that in the 
moment they are less concerned about the risks and more concerned about 
the reward from the risky behaviors (Steinberg, 2015). The combination of 
being more risk taking, more impulsive, and more willing to gamble to get 
a reward makes youth extremely vulnerable to making poor choices. There- 
fore, there is a mismatch in the brain between a heightened reward system 
and not fully formed regulatory system (Steinberg, 2015). 
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Brain Development and Trauma 


It has been found that children who have been exposed to neglect or child- 
hood trauma (domestic violence, physical abuse, sexual abuse, physical 
injury, death of a loved one, or destruction of home, school, or community) 
experience changes in the actual physical development of their brain (Perry 
2001, 2008). This underscores the need to support programs that target 
the prevention of child abuse and neglect. It also highlights the importance 
of early clinical intervention to minimize the effects of childhood trauma 
on developing brains. The plasticity of the brain through adolescence is an 
important and positive fact for practitioners, in that adolescent brains are 
not yet fully formed and with the proper nurturance and stimulation some 
growth is still possible. 

Additionally, therapeutic techniques, such as body-focused therapies 
(more fully discussed in Chapter 11 on trauma), that support the full body 
and full mind and stimulate connections between the hemispheres of the 
brain are particularly effective for clients experiencing trauma (Uhernik, 
2017). 


Brain Development and Substance Abuse 


Recently, brain research has been conducted that informs clinicians of 
the biological effects of substance abuse on the brain. When the brain is 
affected by substance abuse, an adolescent’s ability to make decisions is 
hampered, their processing speed is slowed, and emotional regulation is 
disrupted (Ashtari et al., 2011; Laser-Maira et al., 2019). With prolonged 
substance abuse, the brain will lose some of its ability to mature appropri- 
ately, thus resulting in more permanent problems with decision making, 
emotional regulation, and processing speed, even after the person is no 
longer using the substance (Ashtari et al., 2011; Laser-Maira et al., 2019). 
Therefore, substance abuse on a developing brain can have very negative 
and sometimes permanent effects. (Chapter 12 will present a full discussion 
on the effects of substances on the developing brain.) 


How Do We Protect Adolescents from Their Not Fully 
Developed Brain? 


Parents who continually lecture their youth about making good choices, 
public health campaigns that continue to scare youth about risky behav- 
ior, and a legal system that tries youth as adults have all missed the point 
that youth are not operating with an adult brain. Thus, as practitioners 
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working with youth, we need to help youth and the people they come into 
contact with better understand what their youthful brains are capable and 
incapable of understanding. We also need to support systems that do not 
punish youth for not yet having adult brains. If we think further about this 
scenario, it is similar to punishing a child for not being of full height; this 
action seems preposterous and it would be. The child is merely developing, 
and it is not their fault that they have not reached full height. This prin- 
ciple should be applied similarly to youth and their not yet fully developed 
brains. 


Parents 
Monitoring and Supervision 


Particularly for parents, there are several interventions they can use with 
their adolescent that will help support their less than fully developed brain. 
Parents need to do a better job of monitoring and supervising youth (Stein- 
berg, 2015). Youth are more likely to make a reckless decision when they 
are with their peers (Steinberg, 2015). Leaving youth to their own devices 
will only create opportunities for risky behavior, impulsivity, and poor 
choice making. This does not mean that parents should be “helicopter” 
or “ball and chain” parents who do not give their youth any freedom. It 
does mean that parents must create clear, uniform, and steadfast rules and 
responsibilities that their youth are aware of and can articulate. Youth need 
to be aware that their parents will be checking in with them. Discussing the 
consequences of their actions can help youth link impulsive thinking with 
facts. This helps the brain make such connections and wires the brain to 
recognize this link more often (Fetterman et al., 2020). 


Parental Involvement 


Additionally, parents need to stay involved (Jensen, 2015). (This will be fully 
discussed in Chapter 6, “The Family Environment and the Adolescent.”) 
Parents who falsely believe that youth are fully capable of making decisions 
on their own without parental feedback and do not need an opportunity 
to discuss their youthful thoughts with someone with a fully adult brain 
whom they trust (like their parent) are sadly misinformed. Youth do need 
their parents to be involved and available, to talk through issues with them 
and act as a sounding board. Because youth are so focused in the moment, 
they often have trouble recognizing that they can play a part in changing 
a bad situation. To help adolescents make this link in the brain, parent(s) 
can help remind their youth of times in the past that they thought would be 
devastating but turned out for the best (Fetterman et al., 2020). 
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When a youth comes to their parent to talk about something, parents 
need to be available and not push them off to a more convenient time. Dur- 
ing such youth-initiated discussions, it is helpful when the parent asks the 
youth if they want them to merely listen to their problem or offer sugges- 
tions. Sometimes a youth just wants to articulate their problem out loud; 
other times they are asking for solutions. Parent(s) need to control the desire 
within their own fully adult brain to try and fix their youth’s problems or 
place blame. This will motivate the youth to talk through issues with their 
parent(s) as their brain slowly matures. 


Communities 
Afterschool Programs 


Communities also need to better understand that youth do not have fully 
mature brains and that they therefore need to create more locations and 
services that support the youth as their brain matures. Communities must 
do a better job of creating afterschool programs (Steinberg, 2015). Allow- 
ing youth to go unmonitored between the time school gets out and their 
parent(s) return home from work is a recipe for them to end up in trouble. 
Communities need to create interesting, stimulating, and varied afterschool 
programs that will help youth become involved and engaged, and remain 
off the streets. 


Immediate Rewards 


Communities need to educate teachers and employers of youth on this fact: 
that their adolescent brains are more motivated by immediate rewards 
(Steinberg, 2015). Expecting youth to wait for long-term awards, thus 
denying their adolescent brain’s desire for immediate rewards, is antitheti- 
cal to who they currently are. Waiting patiently for long-term rewards to 
accrue is a function of the adult brain, not the adolescent brain. 


Mental Health Services for Youth 


If parent(s) cannot or are unable to provide the important support, under- 
standing, and sounding board that youth need, mental health services may 
be required to fill that gap. Youth must then have access to another trusted 
individual with an adult brain (a clinician) to discuss their life and deci- 
sions. Therefore, it is important for all communities to expand youth’s 
access to mental health services (Steinberg, 2015). 

Additionally, due to the heightened emotionality of their developing 
brain, youth do not have the same tolerance of stress as adults (Jensen, 
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2015). Youth think emotionally, not always rationally or logically. They 
thus need someone with whom to discuss in depth their feelings of anxiety, 
someone who can help them learn ways to reduce the stress in their lives. 


Birth Control 


Due to the youthful brain’s impulsivity, propensity for risk taking, and 
desire for immediate rewards, it is extremely important for youth to have 
access to information about birth control and to birth control itself when 
they are not in the heat of the moment. Expanded access to birth control 
(Steinberg, 2015) will protect them from unwanted pregnancy, sexually 
transmitted infections (STIs), and HIV/AIDS. (Chapter 16 offers a compre- 
hensive discussion of adolescent sexuality.) 


Policies 
Age Restrictions for Substances 


Policies that support healthy brain development are necessary. Therefore, 
policies that keep unhealthy substances away from developing brains are 
important. In restricting the purchase or use of cigarettes, vaping, alcohol, 
and marijuana until 21, they help healthy brain development occur (Stein- 
berg, 2015). 


Age Restrictions for Driving 


In a perfect world, the legal age for driving would be raised to 21 (Stein- 
berg, 2015), thus eliminating the dangerous role that youthful impulsivity 
and risk taking sometimes play in auto accidents. If that level of restriction 
places too great a burden on youth in terms of transportation to school, 
work, and social endeavors, then policies prohibiting youth from riding 
in cars with other youth may be a good alternative. Due to adolescents’ 
inability to multitask and their increased risk-taking behavior when in the 
company of other youth, requiring them to operate an automobile without 
other adolescents in the car might be a sensible approach. 


Juvenile Crime 


If we understand that youth who commit offenses are doing so with an 
immature brain, we must then consider that punishing them as adults is 
not developmentally appropriate. Thus, policies need to be established and 
reinforced stipulating that juvenile crimes be treated differently than adult 
crimes (Steinberg, 2015). Furthermore, the judicial system’s recognition of 
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adulthood as beginning at 18 seems to set up youth for failure for at that 
age they are still very much operating with an adolescent brain. (This topic 
will be discussed more fully in Chapter 17, “Juvenile Justice Involved Ado- 
lescence.”) 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. How do you assess your adolescent client’s brain maturity? 

2. How do you assess your adolescent client’s history of head injury or concussion? 

3. How do you assess your community’s activities and supports for youth with 
developing brains? 

4. How do you impart information on the adolescent brain to youth? 

5. How do you impart information on the adolescent brain to parents? 


6. How do you impart information on the adolescent brain to community 
stakeholders? 


Chapter Summary 


In this chapter, we have discussed the adolescent brain and how it is 
remarkably different from the adult brain. It is our hope that with a good 
understanding of the adolescent brain, the clinician can be more effective 
in understanding and evaluating how adolescent behavior and thinking are 
being influenced by a not fully mature brain, and in translating this infor- 
mation to the people in the lives of the adolescents they work with. In the 
chapter that follows, we will discuss adolescent resilience. 


CHAPTER 4 


Resilience in Adolescence 


How do some youth persevere amidst great adversity, while 
others seem to fall apart when there is the slightest disturbance in their 
world? What are the factors that support this resolve or undermine healthy 
development? Such questions form the essence of the study of resilience in 
youth. This chapter investigates the development of resilience research and 
theory, defines resilience, presents the use of ecological theory as a means 
of conceptualizing resilience, and defines protective and risk factors that 
are important in adolescence across multiple microsystems. 


The Development of Resilience Research and Theory 


Historically, resilience research focused primarily on issues of risk and vul- 
nerability. Risk factors in adolescent development were researched in much 
the same way as is done in the field of epidemiology, cataloging conditions 
or variables that compromised health or social functioning for the develop- 
ing individual (Jessor, Van Den Bos, Vanderryn, Costa, & Turbin, 1995). 
Many investigators created lists of risks factors and then quantified the 
number of risks for any given individual or subset of the population. The 
individual’s composite number of risk factors indicated the likelihood of 
the individual’s attainment of a negative outcome, which is similar to the 
Adverse Childhood Experience Questionnaire (ACE); Felitti et al., 1998). 
An abbreviated list of these risk factors for youth includes a history of 
physical or sexual abuse, parental depression, lack of parent-child rela- 
tionship, bullying by peers, and living in an unsafe neighborhood (Butler, 
1997; Felitti et al., 1998; Garmezy, 1985, 1993; Laser & Nicotera, 2011; 
McMillan & Reed, 1994; Rutter, 1981,1987, 1989, 1999, 2001, 2006a, 
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2006b; Seilhamer & Jacob, 1990; Werner, 1985, 1986, 1989a, 1989b, 
1994; Werner & Smith 1982, 1992, 2001). However, regardless of the 
myriad of risks that were found to reduce positive developmental outcomes 
in youth, the risk research was unable to explain the small but significant 
group of adolescents who still flourished under the yoke of these risk fac- 
tors. Continuing to look at risks did not shed light into why these indi- 
viduals were successful; it only made their ability to cope with risks more 
perplexing. 

The focus on individual and environmental protective factors that 
promoted positive youth development and sometimes ameliorated negative 
events brought about a shift in the field, and the concept of resilience was 
created. Rutter (1987) explains “not only has there been a shift in focus 
from vulnerability to resilience, but also from risk variables to the process 
of negotiating risk situations” (p. 316). This shift allowed the researcher to 
view resilience as one of the outcomes that could result from stressful life 
events. Therefore, an unfortunate life event in the youth’s life could actu- 
ally improve, not affect, or decrease functioning for that youth. This led to 
a dramatic change in the conceptualization of adolescent development as 
well. No longer was youth development a litany of how to avoid risks that 
increased the chance of vulnerable outcomes, but rather the exploration of 
positive influences that supported healthy development. For the clinician 
who read this research, it offered a more hopeful prognosis for clients who 
had experienced difficult events. These clients were no longer “doomed” to 
have the event undermine their growth and development; the event could 
trigger growth, have no influence on growth, or as previously thought make 
growth more difficult. Each of these options was possible. 

Henderson and Milstein (1996) developed a model by adapting the 
earlier work of Richardson, Neiger, Jensen, and Kumpfer (1990), which dis- 
cusses four possible outcomes in response to stressful life experiences. The 
first possible outcome was called reintegration with resiliency; the youth 
survived and gained strength from the stressful life event. Through the 
experience, the youth developed healthy coping mechanisms to deal with 
the disruption. These healthy coping mechanisms were then available to the 
youth for use in the future. The youth had, in fact, become stronger because 
of the experience. The second possible outcome Henderson and Milstein 
called homeostasis; the youth retreated to a safe place. The life disruption 
was neither a strengthening life experience nor a detrimental experience. 
The third possible outcome was reintegration with loss, termed maladap- 
tion. The youth was negatively affected by the disruption. The youth had 
decreased self-esteem and reduced healthy coping skills. This might not 
be a final prognosis, but the current life situation for the youth was com- 
promised. The final and the most deleterious outcome was called dysfunc- 
tional reintegration; the youth was severely affected by the disruption. The 
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major negative event had universally undermined the youth’s growth and 
development and had deeply scarred the individual. 

An example of the different possible outcomes to stressful life experi- 
ences can be seen in the alternative scenarios of one youth, Sarah, who 
became involved with the judicial system after an act of graffiti tagging. 
This involvement with the judicial system and her subsequent responsibility 
to perform community service helped Sarah understand that her behavior 
was incorrect and needed changing. Although the experience was anxi- 
ety producing for her, it made her revaluate and change her behavior so 
that she would never again become involved in tagging (reintegration with 
resiliency). Or, Sarah may have had the same anxiety-producing experience 
with community service and decided she hated it and would refrain from 
tagging in the future—not necessarily that she had the epiphany tagging 
was an inappropriate activity and might hurt the community, but that she 
did not like what would happen if she was caught for it (homeostasis). The 
third option was that through community service Sarah resented the work 
and considered how she might be able to tag without getting caught in the 
future and met others at community service who supported her desire to 
tag in the future (maladaption). The fourth option was that her community 
service only made Sarah angry and fueled her desire to increase her tag- 
ging behavior, regardless of whether she was caught again (dysfunctional 
reintegration). 

The concept of stress is also important to resilience. “Resilience refers 
to a dynamic process encompassing positive adaptation within the context 
of significant adversity. Implicit to this notion are two critical conditions: (1) 
exposure to significant threat or severe adversity, and (2) the achievement 
of positive adaption despite major assaults on the developmental process” 
(Luthar, Cicchetti, & Becker, 2000, p. 543). Therefore, resilience occurs 
when there is stress. Conversely, resilience cannot occur if no stress exists 
in one’s environment. This is an important caveat because it means that 
protecting youth from all negative external influences, a virtually impossi- 
ble endeavor anyway, undermines the youth’s best development. Therefore, 
overly protective adults in the youth’s life may negatively impact their devel- 
opment. Youth who are most resilient have had to negotiate some adversity 
in their lives. Figure 4.1 presents a model to help you understand resilience. 

Current resilience research has concentrated on assessing protective 
and risk factors that can either promote or deter healthy growth and devel- 
opment (Abukari & Laser, 2013; Boeckel & Laser, 2015; Ginsburg & 
Jablow, 2015; Laser, 2006; Laser, Luster, & Oshio, 2007a, 2007b; Laser, 
Petersen, Stephens, DeRito, & Boeckel, 2019; Laser-Maira, Petersen, Ste- 
phens, & Peach, 2018; Masten, 2014; Ungar, 2018). 

There are a large number of scholars who have added a great deal 
to the field of resilience. Among the noteworthy resilience researchers are 
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FIGURE 4.1. Laser’s resilience model. 


Werner (1985, 1986, 1989a, 1989b, 1994) and Smith (Werner & Smith, 
1992, 1998, 2001), who continue to conduct longitudinal research that 
began in Hawaii in 1955. Werner’s and Smith’s ability to track this cohort, 
which began with careful scrutiny of prenatal and birth records and then 
periodic interviews and testing that continue into midlife, has offered con- 
siderable insight into the subject of resilience. 


Defining Resilience 


Through the work of Werner and Smith, and the contributions of many 
other scholars, a large body of information has been gained with regard 
to protective factors that the individual may possess or other factors that 
are present in the developing person’s environment and promote healthy 
development. Werner and Smith (1992) define the concept of resilience 
thus: “Resilience and protective factors are the positive counterparts to 
both vulnerability, which denotes an individual’s susceptibility to a dis- 
order, and risk factors, which are biological or psychosocial hazards that 
increase the likelihood of a negative developmental outcome in a group 
of people” (p. 3). Other resilience researchers have developed similar but 
distinct definitions; each adds a slightly different focus to better illuminate 
and conceptualize the subject. 

Rutter (1987, 1989) describes resilience as a dynamic process that 
allows an individual to adapt to a particular given situation. Rutter (1987) 
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states, “It requires some form of intensification (vulnerability) or ameliora- 
tion (protection) of the reaction to a factor that in ordinary circumstances 
leads to a maladaptive outcome” (p. 317). Rutter (1987) acknowledges that 
certain behaviors may be adaptive for a particular situation but may put 
the individual at greater risk in other circumstances. Therefore, a certain 
behavior in a particular context may afford survival at the present but may 
be deleterious for future development. An example of this would be dis- 
sociation during a traumatic experience. The dissociative event may have 
helped the individual survive the traumatic experience, but using disso- 
ciation as a normal coping mechanism can undermine healthy functioning 
(Leibowitz, Laser, & Burton, 2011). 

Sameroff, another resilience expert, believes resilience is simply a mat- 
ter of weighing the protective and risk factors. Sameroff (2000) states, “The 
more risk factors the worse the outcomes; the more protective factors, the 
better the outcomes” (p. 20). Sameroff also discusses the contextual influ- 
ences of the family, neighborhood, school, and culture to either promote or 
inhibit child development. Therefore, resilience can be evaluated through 
an ecological framework whereby risk and protective factors are viewed in 
the context of the family microsystem, school microsystem, neighborhood 
microsystem, with all being influenced by the macrosystem. 

Garmezy believes the ability to “bounce back” by the individual is 
central to a conceptualization of resilience. He (1993) states that the cen- 
tral element of resilience “lies in the power of recovery and in the ability 
to return once again to those patterns of adaptation and competence that 
characterized the individual prior to the pre-stress period” (p. 129). Simi- 
larly, Cicchetti, Toth, and Rogosch (2000) discuss resilience as the process 
of “initiating their self-righting tendencies” (p. 409). Furthermore, Wang, 
Haertel, and Walberg (1994) address the importance of resiliency as an 
active event. It is the creation of strategies and the initiation of self-right- 
ing mechanisms that is important for understanding resiliency for these 
researchers. Therefore, resilience is not a passive event. The youth makes 
choices to persevere. Hence, if the youth is apathetic or defeated, the out- 
come is more likely to be vulnerability than resilience. The youth has to feel 
that they have some ability to control their own destiny in order to believe 
they can “weather the storm.” 

The environment where the youth is developing is always a contribut- 
ing factor in the success or failure of that individual. Scarr and McCartney 
(1983) remark that resilient youth are active participants in their own envi- 
ronment. The resilient adolescents’ ability to make the most of the environ- 
ment that they currently inhabit increases their ability to withstand the 
negative effects of the environment. Kumpfer (1999) also considers envi- 
ronmental factors as important for resilience and has created a framework 
that is based on Bronfenbrenner’s ecological theory. It begins with the flow 
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of stressors and challenges that impact the environmental context of the 
microsystem of the developing individual where there are both protective 
and risk factors present. The microsystem then impacts the transaction of 
the person with their environment. This, in turn, impacts internal resil- 
iency factors that the individual possesses, including cognitive, emotional, 
physical, spiritual, and behavioral factors. Finally, either adaptations that 
create resilient reintegration or maladaptive reintegration are created. 

Luthar and colleagues (2000) stress the importance of specifying resil- 
ience in a particular domain and not across all areas of the individual’s life. 
This allows for the investigation of success in a particular sphere, which 
they delineated as educational, social, and behavioral resilience. Therefore, 
the youth may maintain good grades in school, might be able to maintain 
good relationships with others, or act appropriately, but perhaps not all of 
those at the same time or all of the time. This is an important distinction in 
that resilience does not make a “super youth” in all spheres of their life. For 
example, if the youth has experienced street violence in their neighborhood 
microsystem, they may actively look to their school microsystem as an area 
of success and a venue where they feel safe. Or, the youth may be successful 
in maintaining good friendships, even though they are experiencing a great 
deal of chaos and unhappiness in their family microsystem. In fact, their 
difficulty in one microsystem often acts as a catalyst for looking for and 
obtaining support in another microsystem of their life. Sadly, there have 
been some recent pop psychology books that misunderstand this distinc- 
tion and call for a resilient persona. This simply does not exist; there is no 
“magic cape” that makes an individual resilient in all circumstances. 

The criteria for labeling the adaptation as resilient are often determined 
by the magnitude of the traumatic experience. Depending on the incident, 
resilience can be interpreted as mere survival, maintenance of average func- 
tioning, or superior functioning (Luthar et al., 1998, 2000). For instance, 
the “Lost Boys” who traversed Sudan into Kenya were resilient in surviving 
the event (Luster, Bates, & Johnson, 2004). However, a youth who after 
the loss of a sibling develops a new appreciation for life and their family, 
or a youth who is able to successfully form a circle of new friends at a new 
school they are attending is also resilient. All outcomes denote resilience, 
but they are not similar in the scope of the event or personal outcome. 
Luthar and colleagues strongly urge that future researchers operationalize 
specific criteria for establishing “successful adaptation” within each popu- 
lation, not across all populations. For the clinician, they must dispel their 
own preconceptions of what it means to be resilient. They must consider 
how the client would define “coming out OK” from a particular experi- 
ence. What does it mean to them to persevere? 

Similarly, the adolescent’s perception of risk may be quite different 
from the clinician’s or researcher’s (Luthar et al., 2000). In other words, 
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what the researcher or clinician defines as a risk factor may not be inter- 
preted as a risk factor by the teen. The perception of risk can be subject 
to generational influences, critical events the youth has experienced in 
their life, or everyday stresses (see Chapter 1). If the youth has experienced 
a particular risk previously, the reappearance of the risk may not be as 
alarming for them, especially if the youth has successfully negotiated that 
risk in the past. 

Additionally, any individual is more competent negotiating risk on 
some days and less competent on other days. Individuals at high risk 
“rarely maintain consistent positive adjustments over a long period of time” 
(Luthar et al., 2000, p. 551). Resilience is not static and even the most resil- 
ient are prone to upward and downward adaptations. On any given day, an 
individual’s ability to be resilient is related to the stresses and strains that 
they are experiencing. 

The influence of the social and cultural context on protective and risk 
factors needs to be taken into account (Abukari & Laser, 2013; Boeckel & 
Laser, 2015; Gore & Eckenrode, 1996; Laser, 2003; Laser et al., 2007a, 
2007b). The individual is always embedded in a community with a par- 
ticular cultural context where they consider some behaviors normative and 
important for development, while trivializing other behaviors. Therefore, 
what may seem to be an insurmountable risk factor for one individual or 
community may be a minimal stress of daily living for another. Similarly, 
what is regarded as important for development may not be seen as pertinent 
to another culture or community. For instance, in the Hmong culture, it is 
extremely important for a female to know how to cook, clean, and sew to 
attract a suitable mate. This domestic savvy is not a particularly critical 
characteristic for youth living on the north shore of Chicago to enter into 
a relationship. 


Defining Protective Factors in Adolescence 


In Frankl’s (1963) seminal work Man’s Search for Meaning, the author 
concludes that “we can predict an individual’s future only within the large 
frame of a statistical survey referring to a whole group; the individual per- 
sonality, however, remains essentially unpredictable. The basis for any pre- 
dictions would be represented by biological, psychological or sociological 
conditions. Yet one of the main features of human existence is the capacity 
to rise above such conditions and transcend them” (p. 207). Protective or 
promotive factors are the characteristics of the individual and their envi- 
ronment that enable them to transcend negative experiences. It is not clear 
whether these factors protect the individual from negative consequences or 
merely promote the likelihood of more positive outcomes. 
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Garmezy (1985) sees three primary types of protective factors: person- 
ality factors, the nature of the early caregiving environment, and support- 
ive others. Garmezy, Masten, and Tellegen (1984) explain that “positive 
outcomes in the face of multiple adversities typically are not randomly dis- 
tributed; they tend to be related systematically to positive characteristics of 
families, communities and children themselves” (p. 101). Garmezy (1985) 
has a strong belief in the influence of the context of the developing person 
in either improving or impeding healthy development. 

Henderson and Milstein (1996) suggest the child’s reaction to the event 
and the path of reintegration for the child are determined by the child’s 
individual and environmental protective factors. An increased number of 
protective factors will create better outcomes for the child. Henderson and 
Milstein also believe the passage of time can be ameliorative. The strength 
of these protective factors can determine the child’s reaction to the disrup- 
tion, as well as how that disruption is reintegrated into the child’s view. The 
stressors, adversities, or risks are buffered by individual and environmental 
protective factors. 

Additionally, there are protective factors that support resilient pro- 
cesses at different stages of development. These may be more related to 
relationships or physical characteristics. For instance, in infancy, the 
most resilient infants, who are often considered the good babies, are dis- 
tinguished by such protective factors as a strong sense of attachment to 
a primary caregiver, trust in their environment, and easy temperament, 
coupled with the physical attributes of being alert, healthy, and active. 
In the preschool years, the young child being able to help themself and 
get help as needed marks resilience. The most resilient young children are 
often attached to a special adult and have learned empathy and emotional 
cues, but are also physically attractive, have the ability to concentrate on a 
task, and are verbal. In middle childhood, these protective factors begin to 
become more characterized by the child’s ability to successfully negotiate 
their social environment. They begin to learn the art of interaction with the 
world around them. In middle childhood, particularly salient protective 
factors are once again attachment to a special adult, but also the ability to 
demonstrate social competence in the many microsystems they inhabit: If 
their home life is stressful, the child sees school as a haven. They exhibit 
good problem-solving skills, have expectations for the future, and initiate 
social support across age and gender. It is not only the possession of these 
particular protective factors that is important, but also the fact that the 
individual possesses these protective factors at the stage of development 
when they are needed. 

Gore and Eckenrode (1996) found that individual protective factors 
helped to account for individual differences in both environmental and bio- 
logical risks. However, these protective factors were often related to each 
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other. Furthermore, the presence of certain protective factors determined 
the emergence of future protective factors (Gore & Eckenrode, 1996). As 
an example, the child who has greater social competence is better at mak- 
ing and keeping friends and is therefore more likely to be able to obtain 
social support when needed. 

The issues of time and timing also are important to protective fac- 
tors (Gore & Eckenrode, 1996). Yule (1992) also found that the age and 
level of development across the domains of development were important 
considerations in the ability of the protective factor to be salient for the 
individual. 

However, some protective factors seem to exert a special influence in 
edifying the individual in times of stress and difficulty. An example of this 
would be the protective factor of spirituality, which supports a youth dur- 
ing good times, but can also sustain them during difficult moments. Some 
of these factors are internal to the individual, whereas other protective fac- 
tors are characteristics of relationships in the microsystems where the indi- 
vidual resides. 


Internal Protective Factors and Protective Factors 
in Other Microsystems 


Many of the protective factors are beliefs, perceptions, and traits that 
help the individual to right themself during times of turmoil or difficulty. 
Table 4.1 lists internal protective factors that are discussed in the resil- 
ience literature extensively and will be more fully examined in Chapter 
5. Each of these internal characteristics of the individual helps to support 
resilient outcomes. Additionally, there are many protective factors in the 
other microsystems the youth inhabits: family, school, and neighborhood. 
Ungar (2018) emphasizes that in each of these microsystems, it is social 
support that is perceived and then accessed that increases more resilient 
outcomes. 


Development of Resilience Theory in an Ecological Framework 


As the client is viewed and better understood in each microsystem they 
inhabit, protective factors, as well as risk factors, can be organized by 
microsystem. Among the many protective factors within the family micro- 
system that support greater adolescent functioning are family microsystem 
protective factors, more fully discussed in Chapter 6; school microsystem 
protective factors, more fully discussed in Chapter 7; and neighborhood 
microsystem protective factors, more fully discussed in Chapter 8. 
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TABLE 4.1. Protective Factors 


Internal protective factors 


Mental flexibility 

Sense of humor 

Cognitive ability 
Spirituality/faith/sense of purpose 
Gender 

Optimism/hopefulness 

Physical beauty 

Emotional intelligence 

Easy temperament 

Creation of a personal myth 
Perceive and access social support 
Moral development 

Self-efficacy 

Autonomy 

Internal locus of control 
Stick-to-itiveness 


Family microsystem protective factors 


Mother’s level of education 

Parental transfer of positive values 

Family economic stability 

Required helpfulness/chores 

Healthy parental marriage or healthy commitment to each other 
Extended family support 

Maternal relationship with youth 

Paternal relationship with youth 

Sense of family belonging 

Family’s ability to access social support 


School microsystem protective factors 


School mentor for youth at school 

Sense of community/social network at school 

Sense of belonging at school/sense of being needed at school 
Supportive friends at school 

Classroom size and school size 

School as an oasis 

Enjoyment of school 

Extracurricular activities or special talents fostered at school 
Physical environment of the school 

Ability to access social support at school 

Teaching techniques that foster group processes and connection 
Creating opportunities for praise and valuing accomplishments 
Teaching with an explanatory style 

Schools with high expectations for their students 

Teachers who take a particular interest in students 


Neighborhood microsystem protective factors 


Sense of community 

Community pride 

Collective efficacy (watching out for each other) 
Social network 

Sense of belonging 

Safety 

Social capital 

Ability to access social support 
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Defining Risk Factors in Adolescence 


Risk is used to discover which variables increase the probability of negative 
outcomes for the population. However, the mere absence of a risk does not 
necessarily equate to the presence of a protective factor. 

Risks do not affect all people in the same manner. Sameroff (2000) 
sees that some risks affect all children in the family; however, other risks 
affect only certain children in the family. Furthermore, even when age and 
stage of development are controlled, children are not equally affected by 
the same risk (Gore & Eckenrode, 1996; Sameroff, 2000). 

Rutter (1987) believes that a particular risk is not as pertinent as the 
accumulation of risk factors. Risks add up, and more risks create the greater 
likelihood of a negative outcome. Rutter (1999) remarks that children, even 
in the same family, vary in their vulnerability to risks. Rutter (1987) has 
found that there is generally a positively correlated relationship between 
childhood behaviors and adult behaviors; however, the correlation is for 
the most part extremely low. It is only when an individual with multiple 
risks in childhood is later evaluated in adulthood where greater correlation 
occurs. Hence, it is the accumulation of risks over time that is more delete- 
rious for development. 

Rutter (1989) also believes these risks act as a causal chain in which 
one negative event impacts the individual so that they become more suscep- 
tible to further risks. Rutter describes both the school and family micro- 
system as venues where the emergence of particularly deleterious risks can 
then create other future risks. In the school system, Rutter emphasizes the 
role of poor schooling and in the family microsystem the role of poor par- 
enting. Both these occurrences create a variety of negative repercussions for 
the child or youth. 

Risks seem to have a cumulative effect (Bogenschneider, 1998; Werner, 
1994). Werner reports that two-thirds of the children in her study with four 
or more risk factors developed serious learning or behavioral problems by 
age 10. Similarly, Garmezy (1993) found a relation between the number of 
stressors and psychiatric disorder in children. He determined that a single 
risk factor increased the probability of childhood psychiatric disorder by 
1%; two stressors increased the probability of mental disorder by another 
5%, for a total of 6%; three stressors increased the rate by another 6%, for 
a total of 12%; and, finally, four or more stressors increased the probability 
of psychiatric disorder by an increment of 21%, for a total of 33%. 

Risks, however, may have some beneficial effects. Some level of risk 
may be necessary for growth (Gore & Eckenrode, 1996). In Elder’s (1974) 
seminal research, he found that some risk actually improved social inde- 
pendence and greater functioning. Bandura (1997) believes that it is only 
through life’s challenges that achievement takes place. Likewise, Garmezy 
(1993) believes that some emotional distress does not nullify the presence 
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of resilient behavior. It is the awareness that the world is an imperfect place 
that may, in fact, improve functioning. Therefore, children and youth who 
are overly protected by their caregivers from all negative outcomes may be 
less resilient. 

Many risk factors have been evaluated by researchers as having a par- 
ticularly deleterious impact on development. See Table 4.2. Included are 
some of the risk factors most frequently cited in the resilience research: 
developmental risk factors, which either are intrinsic to the individual or 
have happened during the course of their development and will be more 
fully discussed in Chapter 5; family microsystem risk factors, which are 
experienced in the family environment and will be more fully discussed in 
Chapter 6; school microsystem risk factors, which the youth experiences in 
the school setting and will be more fully discussed in Chapter 7; and neigh- 
borhood microsystem risk factors, which the youth experiences in their 
neighborhood and will be discussed more fully in Chapter 8. 


QUESTIONS FOR THE REFLECTIVE CLINICIAN 


What risk factors have you seen in your clients? 

What protective factors have you seen in your clients? 

How can you as a Clinician reduce risk factors in your clients? 

How can you as a Clinician increase protective factors in your clients? 


aR wh 


. How does using a resilience framework change a clinician’s way of understanding 
a problem? 


Chapter Summary 


Resilience is the ability to metaphorically “get up after falling down.” This 
“falling down” may be something that happens which is unexpected or 
expected to only last for a moment, and it makes the person unable to 
continue with their life as usual. The opposite of resilience is vulnerability. 
This is when a person falls down and is unable to get back up. Vulnerability 
is a more likely outcome when the individual has fallen down many times 
before or has fewer supports to help them overcome their problems. Resil- 
ience is not easy. It can be challenging to get back up and dust oneself off 
and move forward again. In some instances, resilience means just surviv- 
ing and making it through the ordeal. In other instances, the negative or 
unwelcome experience can be a catalyst for growth, greater understanding, 
and greater awareness in the person who has fallen on hard times. In either 
instance, surviving or thriving from the experience, we say the individual 
affected was resilient for that particular event. 
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TABLE 4.2. Risk Factors 
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Developmental risk factors 


Gender 

Age 

History of physical abuse 

History of sexual abuse 

Severe or chronic illness in childhood 

Loss of parent/primary caretaker before 10 years old 
Difficult temperament 

Substance addiction 

Untreated mental illness 

Lack of attachment relationship with caring adult 


Family microsystem risk factors 


Chronic parental neglect 

Lack of ability of parent(s) to support family 
Untreated parental depression or mental illness 
Personality differences with parents 
Maternal level of education 

Parent(s) not physically present 

Parent(s) not emotionally present 

Lack of attached parental role 

Parent(s) not aware of youth’s activities 
Severe marital/partner discord 

Witness to domestic violence 

Family size 

Sibling spacing 

Living in a home that is overcrowded 
Parental substance abuse 

Frequency of moving 

Parental favoritism of sibling 

Lack of parenting consistency 


School microsystem risk factors 


Nonattendance at school/truancy 

Poor academic success 

Attention difficulties due to trauma or ADHD 
Difficulty making or keeping friends 
Scapegoating by teacher or administrator 
Being bullied/intimidated by peers 

Feeling isolated or unnoticed by peers or teachers 
Aggressive/inappropriate behavior in school 
Broken-down schools 

Poorly trained teachers 

Lack of parent-school interface 

Feeling stupid in front of peers 


Neighborhood microsystem risk factors 


Violence in the neighborhood 

Gang activity in the neighborhood 

Lack of repair and upkeep of homes/buildings 
Lack of role models in the neighborhood 
Lack of safety in the neighborhood 

High rate of abandoned homes/buildings 
Distrust of police 

Distrust of neighbors 

Distrust of mechanism of support 
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Some youth are better than others at “getting back up.” These youth 
when experiencing life challenges have more supports to help them rise 
again. We call these supports protective factors. They can be personal char- 
acteristics like optimism, self-esteem, stick-to-it-ness, and mental flexibil- 
ity. They can also be characteristics in our environment, such as having 
caring family members, caring friends, caring neighbors, caring teachers, 
caring social workers or other mental health professionals in one’s life for 
support. Research has found that we are more likely to be resilient when we 
have more social support in our lives. Therefore, the old adage “It takes a 
village to raise a child” is true not only for that child, but also for all of us. 

In contrast to protective factors, risk factors are the impediments that 
make it more difficult to get back up. They can be circumstances in one’s 
past, such as having been abused, neglected, or witnessed domestic vio- 
lence. Risk factors can also be unhealthy people in our lives, unhealthy 
situations, or unhealthy behaviors. Additional risks can be societal ills, 
such as racism, sexism, and homophobia. As risks accumulate, they make 
it more and more difficult to get back up and more likely to become vulner- 
able. Therefore, to grow more resilient, we need to increase the protective 
factors and decrease the risk factors. 

We have learned from the research that there is not one protective 
factor that is important for all people to be resilient, nor is there one risk 
factor that is most dangerous to all people. Therefore, a “magic cape” is not 
available to make people more resilient. Many well-intentioned but sadly 
ineffective programs claim that by acquiring a particular protective fac- 
tor or by reducing or eradicating a particular risk factor, resilience will 
be achieved in all situations. This is not the case. Research has found that 
resilience is situational. Each of us may be more or less resilient in differ- 
ent situations. We may be more resilient when the negative or unwelcome 
experience is something we have watched others grapple with and success- 
fully overcome, have gained information and skills about how to deal with 
the experience, or have surmounted the same experience in the past. We 
also will be more resilient when we are healthier and happier in our lives 
and conversely less resilient when we are stressed, tired, or unhealthy either 
physically or mentally. 

Research has found that certain protective factors may be more impor- 
tant to some people and some risk factors more lethal to other people. Not 
all people are affected the same way by a risk factor or a protective factor 
as a result of their life experiences, past successes or failures, and past wit- 
nessing of others’ success or failure. Therefore, each person has their own 
constellation of protective factors that best support that individual and risk 
factors that are particularly toxic. 

So, how do we get past a one-size-fits-all plan for resilience? To best 
support resilience in youth, we need to set a “buffet table” of protective 
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factors that includes increasing personal characteristics and social sup- 
ports, while simultaneously and actively reducing the risks that the indi- 
vidual is experiencing internally or in their environment. 

In the following chapter (Chapter 5), we will discuss particular internal 
characteristics of the adolescent that support or undermine healthy devel- 
opment. In the next chapters, we will focus on each particular microsystem 
that the youth inhabits and the particular protective and risk factors in that 
environment: the family environment (Chapter 6), the school environment 
(Chapter 7), and the neighborhood environment (Chapter 8). 

We will discuss specific protective and risk factors for many different 
adolescent behaviors and issues in Chapters 11-17. 


PART Il 


THE ADOLESCENT 
IN CONTEXT 


CHAPTER 5 


Internal Assets and Individual 
Attributes Associated with 
Healthy Adolescent Outcomes 


Nicole Nicotera and Thomas Luster 


Mose of us have met someone or read about someone who is a 
competent, well-adjusted, upbeat, and caring individual despite exposure 
to significant adversity. Researchers have tried to understand this phenom- 
enon and identify factors that contribute to positive outcomes in vulnerable 
youth. Many of the protective factors associated with resilient outcomes fall 
into one of three categories: (1) individual attributes or internal assets, (2) 
relationships, and (3) community resources and opportunities (Masten & 
Powell, 2003). This chapter focuses on the first of these three categories— 
individual attributes or internal assets. However, it is important to keep in 
mind that the protective factors in various categories are intertwined; ado- 
lescents’ individual attributes develop in the context of relationships and 
the supports and opportunities available in their communities. 

This chapter is divided into four sections. The first section describes 
the key internal assets and individual attributes that have been linked to 
positive outcomes in youth. The second section covers other internal assets 
in the lives of youth that fostered resilience, such as spirituality, medi- 
tation, and yoga. The third section focuses on individual characteristics 
that have been identified as risk factors because they are associated with 
problem outcomes in youth. In addition, vulnerability, or a person’s sus- 
ceptibility to succumb to the risk they face, is considered in the second 
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section. Two people who experience similar risk profiles may have differ- 
ent outcomes because of differences in vulnerability, much like two people 
may differ in terms of a health outcome even though they are the same 
age and have similar diets, exercise habits, and stress levels. The fourth 
section is concerned with intervention approaches designed to enhance the 
internal assets of youth. How can we help youth acquire the assets they 
need to thrive? 


Internal Assets and Individual Attributes That Are Protective Factors 


We begin by defining internal assets and individual attributes that serve 
as protective factors. The term assets refers to characteristics of the per- 
son (internal assets) or of the environment (external assets) that have been 
linked to positive development in youth and tend to be characteristics 
and contextual supports viewed as important for optimal development of 
all youth. Research in positive youth development has identified internal 
assets that are regarded as important indicators of healthy development in 
youth (Catalano, Hawkins, Berglund, Pollard, & Arthur, 2002; Lerner, 
Almerigi, Theokas, & Lerner, 2005; Lerner, Dowling, & Anderson, 2003; 
Lerner, Fisher, & Weinberg, 2000). Lerner and colleagues’ scholarship on 
the 6 Cs of positive youth development (competence, connection, charac- 
ter, confidence, caring/compassion, contribution) demonstrates that four 
of the Cs are relevant internal assets as described here. Competence is an 
internal asset related to a youth’s accurate self-assessment of their skills in 
various domains, including social, cognitive, and academic settings. Char- 
acter refers to the internal asset of integrity, the capacity to know right 
from wrong and make wise choices about how to act in regard to this 
knowledge. Confidence denotes an internal sense of positive self-worth 
and self-efficacy, resulting in the capacity to feel good about oneself and 
one’s ability to accomplish tasks as well as acknowledge personal limita- 
tions. Caring/compassion is represented by the internal assets of sympathy 
and empathy, being able to relate to the suffering of others. 

Also emphasizing positive youth development, the Search Institute’s 
research identified 40 developmental assets, divided into internal and 
external domains, that are important for adolescent development (Benson, 
Scales, & Syvertsen, 2011). The Search Institute provides evidence for the 
importance of these assets using samples of adolescents from entire schools 
or communities (Benson, 2006; Scales & Leffert, 2004). The institute’s 
researchers demonstrated that youth who exhibit more assets have stron- 
ger well-being across numerous identities (e.g., binary gender, age groups, 
ethnicities/races, family types, geographic location, and socioeconomic 
status) (Benson et al., 2011). A list of these 40 assets can be found in 
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both English and Spanish at the Search Institute’s website (www.search- 
institute.org). In this chapter, we focus on the four categories that represent 
the internal assets defined by the Search Institute. 


Internal Assets 


The Search Institute has a long history of conducting research on develop- 
mental assets from which they initially identified 30 developmental assets, 
and later 40, after conducting additional research that included focus 
groups with urban youth, youth in poverty, and youth of color. The assets 
are divided into eight categories, including four categories of internal assets 
and four categories of external assets. Recent research has further honed 
the internal developmental assets into four major categories: (1) academic 
engagement, (2) positive identity, (3) positive values, and (4) social com- 
petencies (Syvertsen, Scales, & Toomey, 2019). These four categories and 
related internal assets are listed in Table 5.1. 


TABLE 5.1. Internal Assets and Protective Factors 
Internal assets for adolescents 


Protective factors: individual attributes 


(Search Institute) 


(Masten & Powell, 2003) 


Commitment to learning 
e Achievement motivation 
School engagement 
Homework 

Bonding to school 
Reading for pleasure 


Positive identity 

e Personal power 

e Self-esteem 

e Sense of purpose 

e Positive view of personal future 


Social competencies 

e Planning and decision making 
e Interpersonal competence 
e Cultural competence 

e Resistance skills 

e Peaceful conflict resolution 
Positive values 

Caring 

Equality and social justice 
Integrity 

Honesty 

Responsibility 

Restraint 


Cognitive ability 

e IQ scores 

e Attentional skills 

e Executive functioning skills 


Self-esteem and self-efficacy 
e¢ Competence 

e Worth 

e Confidence 


Temperament and personality 
Adaptability 

Sociability 

Self-regulation 

Impulse control 

Affect and arousal regulations 


Positive outlook on life 

e Hopefulness 

e Belief that life has meaning 
e Faith 
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Academic Engagement 


The academic engagement assets include beliefs, values, and skills that have 
been linked to academic success inside the classroom and intellectual curi- 
osity outside the classroom. It includes such assets as academic motivation, 
engaging in learning activities, and having a sense of belonging at school 
and caring about the school. More specifically, internal assets are observ- 
able in youth who demonstrate that they do the best work they can and 
become concerned when they are not doing well in school. Internal capaci- 
ties also include caring about one’s school and spending time to complete 
schoolwork outside of classroom time (Syvertsen et al., 2019). 

Practitioners will want to observe the youth they serve for these assets, 
but also apply a lens of critical social justice thinking. For example, some 
youth may report or demonstrate that they do not care about their school 
for good reasons, such as experiences of racism, sexism, homophobia, and/ 
or transphobia in the school environment. Other youth may report mini- 
mal time spent on schoolwork outside of the classroom as a result of being 
responsible for the care of younger siblings because their parents work sev- 
eral jobs to make ends meet. 


Positive Identity 


Positive identity includes the asset of personal power—youth’s belief that 
they have some control over what happens to them, that they have the 
capacity to influence what happens in their life; it is conceptually similar 
to self-efficacy (Bandura, 1997, 2001, 2006). It also includes self-esteem, 
a sense that one’s life has a purpose, and an optimistic outlook. In other 
words, youth with these assets have positive beliefs about themselves and 
their ability to influence the course of their lives, and they have positive 
expectations about the future and what they can accomplish. 

Practitioners need to remember that many variables, such as family, 
peers, teachers, and the media, influence the development of a positive 
identity. For example, forming a sense of personal power and positive self- 
image will be difficult for a transgender and nonbinary youth whose fam- 
ily, peers, and/or teachers reject their identity and refuse to use their chosen 
pronouns. At the same time, the courage to come out as transgender dem- 
onstrates a strong sense of agency or the belief that they can have an effect 
on what happens in their life. 


Positive Values 


Positive values include capacities related to social justice, integrity, respon- 
sibility, and caring (Syvertsen et al., 2019). Internal assets for social justice 
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can be observed in youth who use their voices and actions to speak out 
against inequality and stand up for people who are treated unfairly. Integ- 
rity assets are evident when youth are honest, even when it is difficult to do 
so, and when they do the right thing, even when peers may pressure them 
to act otherwise. We would expect youth with internal assets for responsi- 
bility to complete a job or assignment even when they do not enjoy it and 
to admit responsibility even in the face of mistakes (Syvertsen et al., 2019). 


Social Competencies 


Internal assets related to social competence involve planning and decision- 
making skills, as well as the social-emotional or interpersonal skills neces- 
sary to interact effectively with peers and adults, including people who dif- 
fer in terms of culture, race, and ethnicity. Planning and decision-making 
skills include assets such as weighing the pros and cons of choices, being 
able to plan ahead, and knowing how to refuse participation in activities 
that will lead to negative outcomes. Youth who demonstrate internal assets 
for interpersonal skills will be able to show they care about others, have 
empathy for how others feel, and the capacity to respect the values and 
beliefs of others, even when they don’t agree with them (Syvertsen et al., 
2019). Clinicians need to remember that youth typically learn social com- 
petence from role models in their lives who are real (e.g., parents, teach- 
ers, political leaders) and virtual (e.g., fictional characters in films, Netflix 
shows, and books). 


Individual Attributes Consistently Identified as Protective Factors 


The list of individual attributes in the second column of Table 5.1 includes 
characteristics of individuals that have been linked consistently to compe- 
tence in diverse studies of youth who have experienced significant adversity 
(Masten & Powell, 2003). This section examines why these attributes may 
be important for youth exposed to risks. 


Cognitive Ability 


Intelligence and a commitment to learning are important attributes for 
school success, a key developmental task from the elementary school years 
through young adulthood. Academic success opens up opportunities, leads 
to positive responses from others, and contributes to a positive sense of self- 
worth. In homes where youth’s self-esteem is undermined, children may 
benefit from discovering and developing their talents in other settings, such 
as in the classroom and extracurricular activities, and having those abili- 
ties affirmed by other important adults. However, the cognitive abilities 
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associated with resilience include more than academic skills. Decision- 
making skills and “street smarts” are particularly important for youth 
growing up in environments with many hazards; good judgment is required 
for avoiding risks and dealing with the challenges that youth encounter in 
those settings. Problem-solving skills and resourcefulness are also impor- 
tant for youth who encounter many obstacles as they negotiate age-related 
developmental tasks in communities with limited resources for youth. 
Executive functioning skills (see Chapter 3, “The Adolescent Brain”) are 
important for all children but may be particularly important for youth who 
have limited resources in their homes and communities. This includes set- 
ting goals, planning, prioritizing, and organizing the steps that need to be 
taken to achieve the goal, executing the plan, keeping track of the results, 
and making modifications as needed based on the results. 

Another cognitive skill that is useful to youth who experience consid- 
erable adversity is processing and achieving insight regarding their adverse 
experiences. Adults who grew up in tumultuous homes who are resilient 
managed to process the adversity with cognitive skills that allowed them to 
make meaning and develop insights that the problems they faced could be 
attributed to the adults in the home instead of blaming themselves (Wolin 
& Wolin, 2010). Youth who have these insights are better able to psycho- 
logically distance themselves from their troubled families than those who 
accept the message that they deserve the misfortune they experience. 


Self-Esteem 


Self-esteem depends both on youth’s accomplishments in areas of importance 
to them and the affirmation they receive from people who are important 
to their lives (Harter, 2006). Resilient adolescents typically develop talents 
that led to success and recognition in some area and almost always have had 
contact with some adults who conveyed the message “You count” (Werner 
& Smith, 2001). Arslan (2016) found that self-esteem, along with resilience, 
was protective for youth who had experienced psychological abuse. 


Self-Efficacy 


Self-efficacy refers to youth’s belief that they are capable of performing 
the behaviors needed to accomplish a task or achieve a desired outcome 
(Bandura, 1997, 2001, 2006). This belief helps explain why resilient people 
show persistence and determination when they are faced with difficult tasks 
and encounter obstacles. Youth who doubt that they have what it takes to 
succeed are likely to expend little effort and may struggle with symptoms 
of depression or feelings of helplessness. As Rutter (2006b) has pointed 
out, self-efficacy can be enhanced by successfully dealing with challenging 
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tasks. He used the term steeling effect to describe the phenomenon of youth 
getting stronger and more confident and successfully negotiating stressors, 
much as steel is made stronger by exposure to heat. 


Temperament and Personality 


Temperament and personality influence how we respond to other people 
and events and how others respond to us. Temperament may contribute to 
resilience in five ways (Wachs, 2006) First, youth with difficult tempera- 
ments may be exposed to more risk if parents, teachers, and prosocial peers 
respond negatively to these characteristics. For example, some youth have 
moody temperaments, making them difficult to be around. In contrast, 
some youth have appealing characteristics that lead to favorable responses 
from others. These appealing characteristics are particularly important for 
youth who experience abuse or neglect at home and need to develop positive 
relationships with adults outside the home. Resilient youth from troubled 
families were found to have characteristics referred to as “adoptability” 
(Higgins, 1994); sometimes these youth were figuratively adopted by the 
family of a friend, which helped affirm that they were likeable individuals 
and also provided role models of positive family functioning. 

Second, to some extent, children select environments and tempera- 
ment that may influence the selection process. Highly active, impulsive, 
and uninhibited children may put themselves in more risky situations than 
their peers. Children who are good at regulating their attention, emotions, 
and behavior may be more likely to select academic pursuits than children 
with the opposite profile. 

The third way in which temperament may influence resilience involves 
goodness of fit. Children are more likely to receive support from parents 
and teachers if there is a good fit between the child’s characteristics and the 
adult’s values, style of interaction, and expectations for the child. While an 
intuitively pleasing idea, Wachs (2006) notes that the empirical evidence in 
support of this concept is limited and inconsistent. 

Fourth, children who differ temperamentally may be more or less 
reactive to the stressors they experience and to environmental supports. 
Resilient children may be less reactive to environmental stressors. Finally, 
children with different temperamental characteristics may also differ in 
the strategies they use to cope with stress. Based on his review of prior 
research, Wachs (2006) reported that children who are high on the tem- 
perament dimensions of positive emotionality, approach, and activity level 
were more likely to use active coping strategies, while children with the 
opposite profile were more likely to use avoidant coping strategies. Chil- 
dren who used more active, flexible coping strategies are likely to deal more 
effectively with stressors and thus are more likely to be judged as resilient. 


78 THE ADOLESCENT IN CONTEXT 


Self-Regulation 


Self-regulation refers to a person’s ability to control their attention, emo- 
tions, and behavior. Being able to control attention and stay focused is 
important in many settings, but particularly in the classroom. Achievement 
is related to children’s ability to stay on task, tune out distractions, and per- 
sist when tasks are difficult; teachers tend to respond favorably to children 
who have these characteristics (Sanson, Hemphill, & Smart, 2004). Find- 
ing ways to control emotions may be particularly important and difficult 
for youth who experience trauma and have to cope with strong emotions 
(e.g., anger, depression, guilt) following the trauma. Self-regulation can 
contribute to whether youth are accepted or rejected by peers. It may also 
be viewed as a moderator variable that influences how adolescents respond 
to negative actions and behaviors in peers such that youth who are high in 
self-regulation tend to make more prosocial choices than those who have 
trouble with self-regulation (Dishion & Connell, 2006). Similarly, there is 
a stronger relationship between stressful experiences and depressed mood 
among adolescents who are low in self-regulation as compared to those 
who are high in self-regulation. 


Positive Outlook on Life/Optimism 


A positive outlook on life includes hopefulness and optimism, which are 
viewed as being critical for persevering in challenging circumstances (Rand 
& Cheavens, 2009). According to Gillham and Reivich (2004, p. 147), 
“Hope is often defined as a wish for something with some expectation 
that it will happen, while optimism is typically defined as a tendency or 
disposition to expect the best.” Thus, hope tends to be situation specific, 
and optimism is a general expectation or outlook on life. Optimism has 
been linked to many positive outcomes, including success in school and on 
the job, less depression and anxiety, better physical health, and even longer 
life (Gillham & Reivich, 2004). It is also related to self-efficacy, with some 
individuals generally confident about their ability to succeed and others 
generally pessimistic. Attributions, or our explanations for why we succeed 
or fail, play an important role in whether we have an optimistic or pes- 
simistic outlook (Gillham & Reivich, 2004). If we attribute an outcome, 
such as failure on a test, to an internal characteristic that is stable (“I am 
stupid”), there would be little reason to work harder and be optimistic 
about the next test. If we attribute failure to an external factor (an unfair 
or unusually difficult test) or an unstable factor (not studying enough), 
we can maintain our optimism and even increase the likelihood of greater 
success on the next test by working harder. Similarly, negative attributions 
that are global (“Iam a terrible student”) have a more pervasive effect than 
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negative attributions that are specific (“I struggle with algebra but do well 
in other subjects”). 

People who overcome adversity often have an outlook on life that 
includes a belief that life has meaning. The major extent of meaning mak- 
ing as a factor in resiliency is described by Viktor Frankl (1962), who wrote 
about his survival in a Nazi concentration camp. Overcoming adversity 
can also create a sense of mission that involves helping others, possibly 
those who are experiencing similar hardships, as youth who survived mass 
school shootings and natural disasters often demonstrate. This outlook of 
making meaning and sense of mission may be tied to their religious or 
spiritual beliefs. Religious beliefs may influence an individual’s cognitive 
appraisal of stressful situations (“God must have a reason for allowing this 
to happen”), foster hope that things will work out well in the end, and pro- 
vide coping strategies for dealing with stress (e.g., prayer, meditation, and 
support from fellow members). Religious faith has been linked to positive 
physical health, mental health, and happiness in several studies (Wessells & 
Strang, 2006). Moral views based on religion may also reduce adolescents’ 
involvement in risky behaviors, such as early sexual intercourse or the use 
of drugs and alcohol (Dryfoos & Barkin, 2006). However, ties to religion 
are not the only reason resilient individuals arrive at their philosophy of life 
and commitment to helping others. 


Spirituality and Mind—Body Awareness as Internal Assets 


Self-knowledge and self-awareness are important internal assets for youth 
as they navigate the social, emotional, and physical changes that occur 
during adolescence (Broderick & Jennings, 2012). These qualities of self- 
knowledge and self-awareness are often developed in a context of mindful- 
ness experiences related to spirituality or religion as well as to practicing 
yoga, meditation, and other activities that promote mind-body awareness. 
Mindfulness in everyday language means “paying attention with kind- 
ness to yourself, other people, and world around you” (Kaiser Greenland, 
2012) to which John Kabat-Zinn (2013) would add, paying attention to 
your thoughts and feelings with curiosity, but not judgment. Tich Nhat 
Hanh, a Vietnamese Buddhist monk, describes mindfulness as “fac[ing] 
our unpleasant feelings with care, affection, and nonviolence, [so] we can 
transform them into a kind of energy that is healthy and has the capacity 
to nourish us. By the work of mindful observation, our unpleasant feelings 
can illuminate so much for us, offering us insight and understanding into 
ourselves and society” (www.livinglifefully.com/thinkershanh.htm). 
While mindfulness practices arose from ancient Buddhist traditions 
and traditional Chinese medicine, practitioners from these traditions have 
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brought them to the West in an effort to share their wisdom and health 
benefits (e.g., Center for Contemplative Science and Compassion-Based 
Ethics at Emory University, www.compassion.emory.edu). Mind-body 
activities can be practiced from a secular stance (e.g., mindfulness-based 
stress reduction; Kabat-Zinn, 2013) or “incorporated [into] the personal 
faith practices of youth. For example, use of the breath and moment-to- 
moment awareness can be incorporated into a youth’s prayer traditions, 
possibly moving them from prayer that focuses on striving for something 
such as praying to pass a test, to prayer that focuses on a present moment 
of compassion toward oneself as one prepares to take the test” (Nicotera & 
Laser-Maira, 2017, p. 84). 

There is evidence that religiosity is associated with well-being in youth 
(Desrosiers & Miller, 2007; Green & Elliott, 2010). Scholars have also 
demonstrated a relationship between youth capacity for self-efficacy, psy- 
chological well-being, and sense of social sport and religiosity (Fatima & 
Sharif, 2018). Religious coping, looking to God for connection when faced 
with a challenge, was specifically related to psychological well-being among 
youth (Fatima & Sharif, 2018). Religion was shown to be a protective fac- 
tor against substance abuse for youth and also related to greater motivation 
and getting into less trouble at school (Milot & Ludden, 2009). 

Research on the influence of mindfulness in youth is still growing, 
and evidence exists that it promotes self-regulation skills as well as general 
well-being. For example, scholars have demonstrated that the capacity for 
mindfulness in youth is related to academic competence (Shapiro, Brown, 
& Astin, 2008), reduction in anxiety and depression (Biegel, Brown, Sha- 
piro, & Schubert, 2009), as well as self-regulation of thoughts and feelings 
(Mendelson et al., 2010). Broderick and Jennings (2012) note that mindful- 
ness, because it helps us be present with, and less reactive to, our thoughts 
and feelings even when we are distressed by them, is especially useful for 
avoiding impulsive, automatic reactions. “Over time, the practice of toler- 
ating experience as it arises without engaging in automatic reactions can 
strengthen resilience and support affective regulatory self-efficacy and con- 
trol” (Broderick & Jennings, 2012, p. 120). Mindfulness supports the devel- 
opment of this kind of awareness and tolerance of challenging experiences. 


Risk and Vulnerability 
Risk Factors 


A factor that is associated with or predictive of a problem outcome is called 
a risk factor. Like assets, risk factors are often divided into characteris- 
tics of the individual (internal) and contextual factors (external). Individual 
risk factors include such things as attention-deficit/hyperactivity disorder 
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(ADHD) and learning disabilities. Contextual risk factors are found in the 
key environments where adolescents spend most of their time, including the 
home (abuse and neglect), peer group (friends who engage in risky behavior), 
school (unsafe, threats of violence, racism), neighborhoods (violence), and 
the larger cultural and historical context (racist government policies, struc- 
tural oppressions linked to gender, race, sexual orientation). Another way 
to classify risk factors is to divide them into chronic stressors or traumatic 
events. Chronic stressors include such things as parental neglect or chronic 
poverty that occur over a long period of time. Traumatic events are extreme 
experiences, including living in a community that is attacked during a war 
or devastated by an earthquake, being kidnapped or raped, or witnessing 
terrible events such as the murder of friends in a school shooting. Most ado- 
lescents who develop problems are exposed to multiple risk factors, and the 
term cumulative risk has been used to describe this phenomenon. Moreover, 
the risk factors that are important are likely to depend on the outcome of 
interest, although some risk factors are associated with a host of problem 
outcomes. Dryfoos and Barkin (2006, p. 217) identified the following risk 
factors that are associated with many high-risk behaviors among adoles- 
cents: (1) early use of drugs and alcohol; (2) alienation, being out of the 
mainstream; (3) high-risk friends; (4) poverty; (5) lack of support, lack of 
attachment to an adult; (6) low achievement; and (7) learning disabilities. 

Other risk factors identified by Dryfoos and Barkin (2006, p. 218) 
that are classified as individual characteristics are low expectations for 
the future, depression, hyperactivity, low birthweight, and aggression as a 
young child. Some risk factors are related to the individual’s developmental 
history and include such things as a history of physical and sexual abuse, 
malnutrition, or lead poisoning; these experiences during childhood are 
likely to influence attributes of the adolescents, such as personality and 
cognitive abilities. 

In general, risk factors have the potential to undermine optimal devel- 
opment and interfere with children’s ability to successfully negotiate age- 
salient developmental tasks (Masten & Powell, 2003). As a result, children 
may be disadvantaged relative to their peers in terms of their cognitive, 
language, social, and self-regulation skills; lagging behind their peers in 
these competencies may influence their relationships and interactions with 
teachers, peers, and others. Peers may be especially hard on youth who 
are viewed as “different” and not fitting in for various reasons related to 
socioeconomic class, race, gender affiliation, and sexual orientation. Skill 
deficits and lack of acceptance by others are likely to influence how youth 
view themselves (self-esteem), their ability to succeed (self-efficacy), and 
their outlook on the future. Even bright, talented, and socially competent 
youth may perceive limited prospects for the future in very high-risk envi- 
ronments where the adults they know struggle to make it. 
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Vulnerability 


The risks that adolescents are exposed to are important for their develop- 
ment, but adolescents are also likely to differ in terms of their vulnerability 
to the risks they face. By comparing monozygotic (identical) and dizygotic 
(fraternal) twins, behavioral geneticists have been able to demonstrate that 
some adults are at greater risk genetically for problem outcomes, such as 
schizophrenia, depression, alcoholism, criminality, and bulimia (twin stud- 
ies of children have also demonstrated a genetic risk for ADHD and read- 
ing disorders) (Bouchard, 2004; McGue & Bouchard, 1998). Although we 
often think of genetic factors as contributing to vulnerability, inheritance 
also plays a role in the development of individual characteristics viewed as 
protective factors, such as intelligence, sociability, positive emotionality, 
and optimism (Bouchard, 2004). 

Behavioral genetic studies also suggest that those who are genetically 
vulnerable to disorders are most likely to actually develop the disorder if 
they are reared in a high-risk environment (Mednick, Gabrielli, & Hutch- 
ings, 1984). Mednick and colleagues compared adoptees who had biologi- 
cal fathers with a history of criminal convictions (high risk) and adoptees 
whose biological fathers did not have criminal records (low risk). Although 
high-risk adoptees were more likely than low-risk adoptees to have a crimi- 
nal record, the group that was most likely to have a criminal record had 
both biological and adoptive fathers with criminal records. Similarly, youth 
with a genetic risk for alcoholism were much more likely to become alco- 
holics if they lived in situations where drinking was a big part of the culture 
than if they lived in a culture where drinking was not accepted, such as in 
some Islamic countries (Long, 2008). 

Caspi and his colleagues (2002) used longitudinal data to show that the 
effect of a significant risk factor (severe maltreatment) on antisocial behav- 
ior among male youth depended on the monoamine oxidase A (MAOA) 
gene. The effect of severe maltreatment was much greater for youth who 
were low in MAOA activity than for those who were high in MAOA activ- 
ity. Caspi and colleagues noted that although only 12% of the male birth 
cohort had the combination of low-activity MAOA and maltreatment, they 
accounted for 44% of the cohort’s violent convictions. 

In addition to genetic vulnerability, prior experience may also make 
some adolescents more or less vulnerable to the risks in their current envi- 
ronment. As noted above, a history of success in overcoming obstacles is 
likely to make youth more confident when confronted with a new stressor. 
A lack of success in dealing with obstacles is likely to undermine confi- 
dence and motivation for youth facing new challenges. Youth make pre- 
dictions about the likely outcomes of their actions based on prior experi- 
ence. 
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A Summary of Protective and Risk Factors 


Assessing internal protective and risk factors must be part of a general 
look at the range and balance of protective and risk factors affecting the 
adolescent (see Table 5.2 for a summary). The ecological model provides 
a foundation for understanding how the internal factors work within the 
broader context of the adolescent’s life. It guides the practitioner toward 
problem definitions and interventions that aim to strengthen the adolescent 
within their context. 


Case Study 


Amanda is a 15-year-old South Asian American youth who identifies as 
gender expansive and uses the pronouns they, them, and theirs. They live 
with their parents and siblings in a middle class neighborhood. Amanda’s 
parents brought them to therapy, and Amanda is a willing client who wants 
to reduce their significant worry and anxiety about starting high school. 

When the youth thinks about the first day of high school, they experi- 
ence worried thoughts and heart palpitations when anticipating how their 
peers and teachers might react to their chosen pronouns and identification 
as gender expansive. They requested to be home-schooled instead of going 
to high school because they fear being rejected by peers and teachers. How- 
ever, their parents believe Amanda will thrive in high school because they 
did so well in middle school. 


TABLE 5.2. Internal Protective and Risk Factors 


Internal factors that promote positive 
development and resilience 


Internal risk factors that deter positive 
development and resilience 


¢ Commitment to learning 

e Cognitive abilities (IQ scores, 
attentional skills, executive functioning 
skills) 

Positive identity 

Self-perceptions of competence, worth, 
confidence (self-efficacy, self-esteem) 

e Social competencies 

Self-regulation skills (impulse control, 
affect, arousal regulations) 

Positive values 

e Temperament and personality 
(adaptability, sociability) 

Positive outlook on life (hopefulness, 
belief that life has meaning, faith) 


Learning disability 

Mental health diagnosis 

Low expectations for the future 
Low academic achievement 

Low birthweight 

Aggression toward peers and adults 
Alienation from peers and adults 
Substance abuse 

Physical or sexual abuse 

Eating disorders 

Criminal activity 
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During middle school, Amanda had a close group of friends who were 
supportive of gender exploration and expansiveness. Amanda was also a 
confident student and an active member of school clubs. They were instru- 
mental in collaborating with peers and teachers to hold a successful Black 
Lives Matter school walk-out and a day of teach-in seminars on racial 
injustice. 

Amanda’s parents are supportive and open to talking with them about 
what it means to be gender expansive, even if they don’t completely under- 
stand what is happening with regard to Amanda and their gender identity. 
They say they knew how to be comforting and instructive when Amanda 
experienced racial micro-aggressions from peers in middle school, but they 
don’t know how to help them cope with how peers and teachers in high 
school might react to their gender identity. 


Assessment of Internal Assets 


This section will help you consider how to assess a youth’s internal assets, 
which are often not visible to the eye, because they are bound up in ways of 
thinking, feeling, and other internal experiences that must be discerned by 
listening and creative questioning. As you read this section and the one on 
intervention that follows, contemplate how you might apply the concepts 
offered to the case study of Amanda. 

Assessing internal assets can be challenging because they lie within and 
are frequently invisible. However, when possible, clinicians can obtain the 
parent’s and youth’s permission to visit the client’s school where they can 
talk to teachers and, more importantly, observe the youth in action within 
their school setting. Observations of how a youth interacts with peers and 
teachers may illuminate social and academic competence in action, as well 
as the capacity for self-regulation. 

Practitioners who choose to take this step will want to develop an 
observation checklist before visiting the school. For example, if you are 
observing for social competence, you will want to create some indicators 
of it, such as the youth sits with peers at lunch; the youth has positive ver- 
bal exchanges with peers; the youth demonstrates listening while a peer 
is talking. Observation is tricky in that if the youth knows they are being 
observed, their behavior may be different than it ordinarily would, a fact 
that is true for anyone who knows they are being watched. However, the 
clinician can talk with the teacher or other school personnel who know the 
youth to obtain a sense of whether the youth is acting as they typically do, 
or if they are behaving out of character on the day of the observation. 

Instead of observation, or in addition to it, you can also conduct an 
interactive assessment of internal assets. The strategy we share in this 
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chapter arises from cognitive-behavioral therapy (CBT). Assessment strate- 
gies from CBT consider the youth’s cognitive distortions and self-talk hab- 
its. Habits of self-talk refer to the habitual messages we give to ourselves 
as we move through the day. A person can have habits of negative self-talk 
(for instance, when they do poorly on a test, they berate themselves for 
the subpar performance). Habitual negative self-talk can cause a youth to 
become depressed, anxious, angry, or fearful, and this can lead to associ- 
ated behaviors that perpetuate the negative experience. Habits of positive 
self-talk, on the other hand, can result in the youth delivering the opposite 
message to themself (“Maybe I didn’t do so well on the test today, but next 
time, I’ll study more and do better”). Positive self-talk can create resilience 
in the face of challenges as long as it is realistic. This is why it is important 
to assess not only for habits of self-talk but also for cognitive distortions. 

Assessment of cognitive distortions offers a window into how a person 
makes sense of their experiences, which can be an indicator of internal 
strengths and vulnerabilities. Cognitive distortions are ways in which our 
minds can mislead us into making negative assessments of ourselves and 
our interactions with others, when, in fact, a negative assessment is not 
warranted (Beck, 1995). Judith Beck (1995), a leading scholar in CBT (see 
Chapter 14 for more details), describes seven cognitive distortions: arbi- 
trary inferences—catastrophizing, selective abstraction, overgeneralization, 
magnification and minimization, personalization, labeling and mislabel- 
ing, and polarized thinking. Next we describe some of the distortions and 
offer a related assessment strategy. 

We begin with the cognitive distortion of making arbitrary inferences— 
catastrophizing, which occurs when one draws a conclusion about an expe- 
rience without having any evidence to support it, leading them to assume 
or expect the worst possible outcome (Beck, 2021). An example of this is 
the adolescent who has just completed their test for a driver’s license and 
concludes that because the examiner gave them an odd look when they got 
out of the car and said “good luck,” this means they failed the test and, 
even worse, they will now have to quit their new job because they need to 
drive to it—when, in fact, the youth has not yet received the results of the 
driving test. 

Magnification and minimization refers to viewing an experience or 
interaction as either less important (minimize) or more important (mag- 
nify) than it actually is when making self-judgments about one’s capacities 
or choices with regard to the present or future (Beck, 2021). An example 
of this is the youth who undervalues or minimizes honest feedback from 
a teacher, coach, or parent as to how they can improve on some skill or 
behavior and who then attempts to move forward in an activity without 
any effort at improving the skill or behavior first. This distortion can also 
take on the opposite perception, whereby the youth magnifies the honest 
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feedback and views it as evidence that they are a failure and does not even 
attempt to make a change to improve the skill or behavior. 

Assessing for a youth’s vulnerability to cognitive distortions can help 
uncover a problem with internal assets. For example, the youth who is vul- 
nerable to cognitive distortions may be struggling with internal assets, such 
as the capacity for impulse control or self-efficacy or self-esteem. On the 
other hand, youth who show up as resilient to cognitive distortions may be 
demonstrating the presence of these internal assets. Clinicians can assess 
a youth’s cognitive distortions by asking them to talk about an experience 
and helping them trace their thought patterns as they reflect on what hap- 
pened (Nicotera & Laser-Maira, 2017). “A youth may share that they feel 
doomed to never make friends after experiencing one negative incident in 
which they could not move or talk in a social situation” (Nicotera & Laser- 
Maira, 2017, p. 37). This example of overgeneralization may suggest that 
the youth is struggling with the internal asset of social competence. 

Some youth may have trouble responding verbally to this kind of 
assessment because they need more time to process experiences. In this 
case, youth can be asked to keep a thought record. Thought records are 
used to track experiences or situations so that the youth not only records 
the experience, but also notes who, if anyone, was present, the location, the 
topic, and even the time of day or date it occurred (Dobson, 2002; Green- 
berger & Padesky, 1995). The youth also tracks the feelings and thoughts 
they had about the experience or interaction (Dobson, 2002; Greenberger 
& Padesky, 1995). This record can then be reviewed and discussed as a way 
for the youth and the clinician to assess for cognitive distortions as well as 
the youth’s habits of self-talk. 


Interventions to Enhance Assets 


Having identified the characteristics associated with positive outcomes in 
youth and considered strategies for assessing them, it is logical to won- 
der what we can do to enhance these individual assets in youth. Evalu- 
ation research has shown that a number of intervention programs have 
successfully contributed to increasing assets and decreasing problem out- 
comes among youth (Dryfoos & Barkin, 2006; Fraser, 2004; Gillham & 
Reivich, 2004; Greenberg et al., 2003). Based on a review of the litera- 
ture, Greenberg and colleagues concluded that “school-based prevention 
programming—based on coordinated social, emotional, and academic 
learning—should be fundamental to preschool through high school edu- 
cation” (p. 467). Comprehensive school-based programs that focus on 
social and emotional learning (SEL) enhance many of the individual assets 
described above, while simultaneously improving academic performance, 
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the classroom environment, and relationships youth have with significant 
others (Greenberg et al., 2003; see also www.casel.org). If you are a school 
social worker or counselor, you may want to talk with school personnel 
about social-emotional learning programs that fit with the culture and 
needs of your school. 

Individual and small-group interventions can also be used to enhance 
internal assets. For example, mind—body strategies, such as yoga, medita- 
tion, and breathing techniques, are helpful for promoting well-being and 
resilience in youth (Nicotera & Laser-Maira, 2017). As noted earlier in this 
chapter, evidence for these practices with youth is beginning to demonstrate 
that they are useful for youth who already possess social-emotional-physical 
health and also for addressing problems that bring youth to therapy, which 
range from trauma to test anxiety. The research also demonstrates that these 
activities are acceptable and accessible for youth, an important ingredient 
when considering how to get youth in therapy and keep them engaged. 

One group intervention, cognitive-based compassion training (CBCT), 
would be useful for the development of internal assets because it “explicitly 
aims to cultivate emotional-intelligence, empathy, and compassion through 
a contemplative pedagogy that employs the systematic practice of medita- 
tion” (Ozawa-de-Silva & Dodson-Lavelle, 2011, p. 9). CBCT is a “reflec- 
tive practice that teaches active examination of loving-kindness, empathy, 
and compassion towards loved ones, strangers, and enemies [and] employs 
a variety of mental restructuring and emotion producing practices with the 
goal of developing a calmness of mind that fosters acceptance and under- 
standing of others” (Muraco & Raison, 2012, p. 3). 

Astute clinicians who intend to employ mind-body interventions are 
compelled to develop their own practice of mindfulness training and med- 
itation. “The more you practice mindfulness yourself, the stronger your 
skills will become for finding the right words and examples to assist youth 
in learning breathing, yoga, and meditation strategies” (Nicotera & Laser- 
Maira, 2017, p. 65). 

Evidence also points to another mind-body intervention that was 
shown to enhance optimism and social competence in typically developing 
youth who took part in brief mindfulness practices at different times of the 
day at school (Schonert-Reichl & Lawlor, 2010). The intervention involved 
student participation in at least 3 minutes of mindfulness three times a day 
over a 10-week period (Schonert-Reichl & Lawlor, 2010). This interven- 
tion offers a detailed guide, including scripts to follow for each activity, 
and covers a different topic each week. Topics such as coping with negative 
thinking, working with others in a team, affirmations, healthy relation- 
ships and bodies were woven into the mindfulness sessions. The following 
is an example of the steps used in the mindfulness activity: “1) Quieting 
the mind through listening to a bell and focusing on the breath, 2) paying 
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mindful attention to what one senses, feels, and thinks, 3) focusing on han- 
dling negative emotions and negative thinking, and 4) acknowledging one’s 
self and others” (Schonert-Reichl & Lawlor, 2010, p. 143). 

Another intervention modality that is acceptable and accessible for 
youth is experiential therapy. This modality can be used in one-to-one 
and small group settings that occur in an office, classroom, or the out- 
doors, depending on the activity and practitioner’s access to different set- 
tings (Nicotera & Laser-Maira, 2017). Experiential interventions “usually 
push the client out of their comfort zone and into a place of self-discovery, 
confidence-building, self-awareness, and new insights into how to cope 
with issues in their life, if done well” (Nicotera & Laser-Maira, 2017, 
pp. 91-92). The evidence base for experiential therapy is limited but grow- 
ing. Studies demonstrate that it benefited youth mental health at a greater 
rate than residential treatment (Magle-Haberek, Tucker, & Gass, 2012). 
Other research suggests youth participants had increased self-esteem 
(Schell, Cotton, & Luxmoore, 2012) and assisted youth with mental health 
diagnoses (Russell, 2003; Schell, Cotton, & Luxmoore, 2012). 

Although some forms of experiential therapy intervention do not 
require special training, others do. Therefore, clinicians who want to pur- 
sue this kind of intervention are encouraged to seek out training so they 
are fully ready to lead and facilitate the positive growth that can accrue to 
youth who engage in them. The concepts presented in this chapter aim to 
be useful to all practitioners regardless of extra training in this modality. 
Those who are interested in gaining the advanced skills required for imple- 
menting experiential therapy are directed to other readings and related 
professional associations (e.g., Nicotera & Laser-Maira, 2017; www.aee. 
org). 

All experiential therapy interventions follow an ethos called challenge 
by choice, which in and of itself is integral to the development of internal 
assets. It consists of three core values, which we explain next. The first core 
value of challenge by choice involves individual goal setting and responsi- 
bility for goal attainment (Carlson & Evans, 2001). “Goal creation offers 
insights for the youth into their ease with making goals, and their tenacity 
in working to complete their goals. This is extremely beneficial for their 
stage of development, where goal creation and goal setting are fundamen- 
tal to both educational and vocational success. It also gives them feelings 
of accomplishment and increased self-esteem when a goal is achieved that 
they had to work to obtain” (Nicotera & Laser-Maira, 2017, p. 93). 

Allowing youth to decide on and determine their own end point is the 
second core value of challenge by choice (Carlson & Evans, 2001). During 
an activity, the youth may decide to end the process early, prior to complet- 
ing the goal of the activity, or to extend it in an effort to complete the goal. 
Either way, this becomes a teachable moment for the youth as they explore 
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the choice they made and examine if they chose to hold on to the bitter 
end or if they chose to give up out of frustration (Nicotera & Laser-Maira, 
2017). These explorations and realizations are then applied to other life 
experiences so that the youth grows the internal asset of awareness and 
knowledge of self-regulation. 

The third core value of challenge by choice is that each youth uses the 
information provided about an activity to make choices for their goal and 
when to end or extend the activity (Nicotera & Laser-Maira, 2017). This 
engages youth in the process of taking in information and details, so they 
can make choices as well as then experience the outcome of those choices. 

The following is an example of an activity, “Comfort Zones,” that 
practitioners who are new to experiential therapy could use with youth. 
The activity takes about 10 minutes and does not require any special equip- 
ment. It is intended “to create awareness that learning occurs when there 
is some discomfort. This activity is good to use as a framing activity for 
the concept of challenge by choice” (Nicotera & Laser-Maira, 2017, p. 97). 
Some youth may find the activity challenging because it involves close con- 
tact with peers, but this can be managed by the practitioner who is observ- 
ing and may call a halt before one youth gets too close to another (Nicotera 
& Laser-Maira, 2017). The following directions and debrief questions set 
the stage for the activity: 


1. “Stand up and get into a large circle. Put a comfortable distance 
between yourself and your neighbor. Where in your life do you feel 
most comfortable? Where do you feel most relaxed? Are you learn- 
ing when you are most comfortable and fully relaxed?” 

2. “Take one step in. Who is less comfortable? [Call this the learning 
zone.] Ona scale of 1-10, how comfortable are you when you are 
truly learning in class? Is it easy, or is there some work involved? 
Do you have to concentrate on and be engaged in the task at hand?” 

3. Have the youth take two steps in or as many as it takes until the 
group is so squished together, they can’t focus on the group leader 
(or stop them before they actually touch). Then have them take one 
giant step back out. That is the panic zone. Debrief that learning 
doesn’t happen in the panic zone. 


Debriefing questions include: 


“Who is the best person to assess if a group member is in their learn- 
ing zone?” 

“How can group encouragement support being in the learning zone?” 

“When does too much group encouragement lead to putting a group 
member into their panic zone?” 
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Discuss goal setting and allowing the group to know each person’s indi- 
vidual goal: 


“When do you need to reassess a goal midactivity?” 
“Should you have a ‘safe word’ for the group?” 


Discuss how these concepts are the crux of challenge by choice. One 
should be in the learning zone for the activity: Too little stimulation, and 
learning (or challenge) does not happen; too much learning (or challenge), 
and there is too much stress to learn (Nicotera & Laser-Maira, 2017, p. 97). 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. Which of the 20 internal assets listed in Table 5.1 do you have? 

2. When you consider your personal strengths, what do you consider your most 
valuable individual assets? 

3. Have you had these assets for as long as you can remember, or have you 
developed some of these assets more recently? 

4. In what ways did your relationships with others contribute to the development of 
these assets? 

5. Do you view your school and your community as environments that help youth 
develop the individual assets they need? Why or why not? 


6. Are there any assets listed in Table 5.1 that you would like to acquire or improve 
upon? 


Chapter Summary 


This chapter covered internal assets that are integral to the healthy develop- 
ment of youth, and how the presence of these assets can serve as protective 
factors and the absence of them can create risk for youth. Internal assets 
involve personal capacities such as self-regulation, thinking and learning 
skills, social skills, and an optimistic perspective. The development of these 
assets can be impeded by experiences of family difficulties, trauma, nega- 
tive school environments, and discrimination from experiences of racism, 
sexism, and other “isms.” As clinicians, our role is to support youth in 
attaining internal assets. With that aim in mind, we suggested areas for 
intervention to promote growth and well-being. In the next chapter, we will 
discuss the adolescent in the family. 


CHAPTER 6 


The Family Environment 
and the Adolescent 


Julie Anne Laser and Douglas Davies 


An youth have a family. They may not see their family daily or 
even at all, but the influence of their family has a profound effect on their 
behaviors, thoughts, and feelings. A history of secure attachment, paren- 
tal warmth, awareness, responsiveness, and support from family members, 
and functional family communication patterns provide a strong founda- 
tion for adolescents to be most successful. This chapter addresses these 
issues and offers greater understanding of how to engage in family systems 
therapy with youth. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and the family environment. Considering the implications 
for this case within the context of the protective factors, risk factors, 
resilience theory, assessment, and intervention strategies presented in the 
following pages will prepare you to assess and suggest interventions for 
this case study as it is developed in further detail at the end of the chapter. 


Josefina is a bright and strong 17-year-old Latina. She is a star on her 
school’s soccer team. She has many friends and a girlfriend Allie who 
adores her. She rarely does homework, either because she is too tired from 
practice or is hanging out with Allie. She does very well on standardized 
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tests, but her grades are mediocre. Her parents José and Lupita believe 
she will be the first in her family to go to college and will receive a soccer 
scholarship to help that dream become a reality. Recently, though, they 
have started to worry that if her grades do not improve this school year, 
the colleges with soccer programs will not be interested in recruiting her. 
José and Lupita have given Josefina a lot of freedom and support to fully 
pursue her passion for soccer, but they have not been very strict in making 
sure she always completes her homework or seriously pursues her studies. 
Neither parent completed high school, and both work long hours. Thus, 
they are not able to really monitor or oversee Josefina’s homework. They 
rarely have contact with the school other than to attend soccer games on 
weekends. They are worried that if they do not assert their control over 
their daughter right away, she will miss her opportunity to go to college. 


The adolescent’s gradual progression to autonomy and increased iden- 
tity development impacts the parent-child relationship. Based on the devel- 
opment of formal operational and abstract thinking, the youth becomes 
more analytical, more capable of self-reflection, and able to see their par- 
ents more objectively. Because of these cognitive changes, the adolescent 
differentiates themself more sharply from their parents than was possible in 
childhood. Parents are de-idealized and seen in terms of both positive and 
negative qualities. For youth with a history of secure family relationships, 
these cognitive changes do not predict a rejection of parents; nevertheless, 
the adolescent is more likely than a younger child to view their parents with 
a critical eye. 

These changes in the adolescent’s view of their parents are elements 
of a major developmental reorganization of the sense of self, which Blos 
(1979) named the “second separation-individuation” (p. 10). Blos argued 
that the second separation-individuation involves an equally fundamental 
shift in the early adolescent’s view of self in relation to parents. The young 
adolescent gradually gives up their view of themself as a dependent child 
and their parents as being all-knowing and in complete charge. This view 
is replaced by an awareness that “I’m responsible for what happens to me” 
and that “My choices will determine who I become.” 

Across adolescence, feelings of closeness and interdependence with 
parents decline, as does time spent together. As youth increasingly pursue 
their own agendas and interact preferentially with peers, parents become 
less central. However, the quality of early relationships tends to persist. An 
adolescent with a history of good relationships with their parents continues 
to feel close to them and to rely on them, even though the adolescent is 
more independent and more involved with peers (Nicotera & Laser-Maira, 
2017; Steinberg, 2020). 
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As adolescents make more decisions independently from their parents, 
parents attempt to influence, guide, and sometimes control the adolescent’s 
choices. In this process, both teen and parents find themselves in different 
roles than in childhood. The adolescent is doing more asserting, while the 
parents may find themselves in a reactive stance, trying to get the adoles- 
cent to slow down or change course. From the perspectives of both parent 
and youth, this transactional process requires a lot of negotiation and, in 
many cases, conflict and confrontation ensue (Steinberg, 2020). However, 
until an egalitarian relationship evolves, there may be periods of disagree- 
ment, distrust, or hostility. 

Parenting is never an easy task. Parenting an adolescent can be confus- 
ing and filled with contradictory messages. Some of the outward signals 
that the youth might be sending their parent(s) are their desire to be left 
alone. The media have also contributed to this perception of adolescents 
needing a great deal of autonomy and freedom to wrangle with their meta- 
morphosis into the adult world. However, the emancipation of youth before 
they are fully self-sufficient could not be more counterproductive and per- 
haps even disastrous for the adolescent’s emerging sense of self-identity and 
competence. Furthermore, a strong parental relationship is an important 
protective factor for youth’s non-involvement in delinquent behaviors and 
substance abuse (Boeckel & Laser, 2015; Laser et al., 2007a, 2007b; Laser- 
Maira, Blair, et al., 2019). Instead of parents removing themselves, parental 
input at this time is fundamental for successful outcomes for adolescents 
(Boyd-Franklin & Bry, 2019; Nicotera & Laser-Maira, 2017). 

Likewise, parents who are too obtrusive also do not allow the adolescent 
the opportunity to create their own unique identity. Identity foreclosure can 
occur when the adolescent has not fully grappled with who they are apart 
from their family’s view of them (see Chapter 2 for more details). This puts 
the adolescent at risk for not fully developing their own integrated identity. 


Perspectives on Parent—Adolescent Relationships 


This section introduces several conceptual frameworks that inform a dis- 
cussion of the family context of adolescent development and clinical work 
with teens and parents: attachment theory, family systems therapy, and 
models of parenting styles. Although there are many parallels and points of 
convergence in these frameworks, they are described separately. 


Attachment Theory 


The attachment system that develops between caregiver and infant serves 
the functions of providing protection, a sense of security, mutual regulation 
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of affect and arousal, and a scaffolding for the infant’s development. In 
the second year of life, the attachment relationship expands to include a 
“secure base” from which the toddler can explore their world. Over the 
first few years, based on how the young child has been responded to and 
cared for within the attachment relationship, the child internalizes work- 
ing models of what can be expected in relationships and a view of the self 
within them. These working models tend to “organize” the individual’s 
perception of future relationships (Bowlby, 1969, 1973). 

Studies of adults’ assumptions about attachment demonstrate that 
adults have attachment styles that tend to parallel their infant’s attach- 
ment patterns (Main, Kaplan, & Cassidy, 1985). Secure adults tend to value 
attachment, feel their attachments shaped their personalities, and are able 
to take a realistic view of their relationships. Dismissive adults tend to deny 
the importance of attachment and often report distant or cut-off relation- 
ships with their own parents. Preoccupied adults tend to be focused on 
their dependency on their own parents, to feel responsible for difficulties 
in relationships with parents, and to worry about how others see them. 
Unresolved adults tend to have histories of childhood trauma and loss, and 
express ongoing anxiety about loss. Their descriptions of attachment expe- 
riences tend to be incoherent and disorganized. There are strong correla- 
tions between parents’ adult attachment classification and their children’s 
attachment types (Main, Kaplan, & Cassidy, 1985). 


Attachment History and Adolescent Development 


Secure attachment in infancy and early childhood predicts the capacity 
of adolescents to function with increasing autonomy and remain strongly 
connected to parents (Sroufe, Egeland, Carlson, & Collins, 2005). Adoles- 
cents benefit developmentally when they continue to feel close to parents, 
even as they are striving to become autonomous (Boyd-Franklin & Bry, 
2019; Nicotera & Laser-Maira, 2017). Adolescents with histories of secure 
attachment tend to be able to balance attachment and autonomy. Although 
overt attachment-seeking behavior declines in adolescence, when an adoles- 
cent with a history of secure attachment is under extreme stress, the attach- 
ment relationship becomes a source of resilience, as they turn to a parent 
for help and support (Boutelle, Eisenberg, Gregory, & Neumark-Sztainer, 
2009; Boyd-Franklin & Bry, 2019; Nicotera & Laser-Maira, 2017). 
Adolescents increasingly meet attachment needs through friendships 
and romantic relationships with peers; but adolescents and even young 
adults continue to see parents as fulfilling a main function of attachment, 
providing a secure base (Nickerson & Nagle, 2005). As securely attached 
adolescents explore new experiences, particularly through interactions 
with peers, they still consider a parent as the person they can depend on. 
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An important aspect of the secure base is the parent’s ability to acknowl- 
edge and empathize with the adolescent’s full range of emotions, includ- 
ing negative ones. Adolescents feel supported when parents are willing to 
talk about negative experiences and emotions and to explore how to cope 
with them (Nicotera & Laser-Maira, 2017; Stocker, Richmond, Rhoades, 
& Kiang, 2007). 

In contrast, insecure attachment history confers developmental risk. 
For example, an adolescent with an avoidant attachment will have low 
expectations about their parent’s ability to give support in times of develop- 
mental stress; in fact, their working models will suggest that the parent will 
be dismissive, critical, or rejecting (Feeney & Cassidy, 2003). Avoidantly 
attached teens are more likely to turn to peers with similar negative views 
and to maladaptive coping strategies such as substance abuse (Laser-Maira, 
Blair, et al., 2019). 


Family Systems Therapy 


Conceptually for family systems therapy (FST), “A family is not just a col- 
lection of individual family members, but a whole that is greater than the 
sum of its parts” (Laser-Maira, Blair, et al., 2019, p. 1). Individual family 
member’s behaviors and actions are understood within the context of the 
family system. Thus, the family system consists of both the individual fam- 
ily member and the family as its own entity. Families function as a system, 
and the assessment of the adolescent must strive to understand the whole- 
family functioning, as opposed to focusing exclusively on the referred ado- 
lescent’s relationship with their parent(s). Change in one member of the 
family ripples through the system, affecting all other members, as well as 
the overall stability of the family. 

In FST, the clinician joins the family unit to create change within the 
family. The clinician builds an atmosphere in the sessions whereby family 
members talk to each other, not just the clinician. The FST clinician listens 
to what the family is saying, hears the distinct and different family voices, 
and sees how they fit or do not fit together. As the family tells their story, 
the FST therapist needs to remain neutral. Family members will try to com- 
mandeer the clinician to their point of view or triangulate them in order to 
create substructures in the family. FST looks to change the organizational 
structures of the family. The content of the FST intervention could include 
making meaning of past issues and problems, but its primary focus is what 
is currently happening. FST assumes that the family are the experts of their 
own lives and that each member has important information to contribute 
to help the family function better. 

In healthy families, boundaries are open enough to support indepen- 
dence and permeable enough to allow social support. The family needs to 
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be open to new ideas and information but closed enough to withstand out- 
side pressures on the family. Thus, a delicate balance is needed in the family 
system to be both closed and open. Family members need to be flexible to 
accommodate each other’s needs and styles of interactions, but they also 
must be able to be corrective when those needs are not in the best interest 
of the family system or individuals in the family. Expressions of anger and 
conflict are common and normal within families. Healthy families are able 
to “absorb” conflict and keep functioning. 

Families are organized into subsystems with boundaries. The couple/ 
partners must define a boundary between them and their family of origin so 
that they are a distinct unit. Additionally, the couple/partners need to cre- 
ate a clear boundary between them and their children. Sometimes parents 
have given up their boundary for a more egalitarian running of the family; 
however, this approach is rarely successful with regard to their being a 
couple or their children being children. Children need to be the children; 
parents need to be the parents; grandparents need to be the grandparents. 

FST maintains that family styles tend to persist across generations, with 
parents establishing interaction schemas and roles for children that repro- 
duce patterns in their families of origin. In assessment, a three-generational 
genogram often reveals such continuities (McGoldrick & Gerson, 1985; 
McGoldrick, Gerson, & Petry, 2008; McGoldrick, Gerson, & Shellen- 
berger, 1999). Parents may have “working models” about adolescence 
based on their own teenage experiences. A mother who became pregnant 
at 17 may be frightened that the same thing will happen to her daughter 
and place rigid restrictions on dating. This leads to conflict and, with some 
youth, open rebellion—including becoming sexually active in defiance of 
her mother. Another example is the father who minimizes his adolescent’s 
antisocial behavior as normal, based on his own history of delinquency 
in adolescence. A father whose son had been suspended from school and 
charged with assault for attacking another kid might say, “All kids get in 
trouble at this age. I know I did. I think everyone is overreacting.” Parents’ 
own histories can create problematic assumptions that blind them to the 
actual needs of their teens. 

In FST, the closeness or cohesion of family members and the actions 
and behaviors that suggest that level of closeness or cohesion are discussed 
in therapy to support the movement to optimal levels of cohesion in the 
family. There are two ends of the closeness/cohesion continuum: enmeshed 
and disengaged. 

Families that have an enmeshed closeness have little autonomy and 
sometimes unhealthy closeness. Enmeshed families tend to have inadequate 
boundaries between parents and adolescents. Emotional overdependency 
has been encouraged, privacy may have been discounted, and interference 
in each other’s affairs is the norm. Enmeshment may take on different 
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patterns, but essentially parents require the adolescent to curtail striving 
toward independence and instead serve the parents’ needs (Mayseless & 
Scharf, 2009). Enmeshed adolescents may avoid self-assertion in deference 
to their parents’ views in order to maintain a relationship with the parents, 
in some cases continuing in a parentified, caretaking role with a parent and 
younger siblings, or keeping their autonomy seeking secret. 

Disengaged families lack loyalty, belonging, cohesion, effective com- 
munication, and support. Disengaged families are at the other end of the 
cohesion continuum. In these families, everyone is pretty much on their 
own. The adolescent’s independence may be fostered to an extreme degree, 
often because their behavior is ignored or unmonitored by parents. Par- 
ents may show little concern about serious problems (such as substance 
abuse or delinquency) and fail to establish consistent and effective rules 
for in-family and community behavior. Disengaged families do not pro- 
vide enough structure to support the transition through adolescence. Dis- 
engaged adolescents tend to dismiss their parents’ perspectives and operate 
self-reliantly, and their parents may stop trying to influence their choices, 
or only sporadically assert themselves. 

Families that are optimally cohesive provide clear expectations about 
how family members will be involved with each other and what their 
responsibilities to each other will be, while allowing a degree of autonomy 
for individual members that is consistent with their culture. Families at 
either end of the cohesion/closeness continuum (with enmeshed at one end 
and disengaged at the other) may face conflicts when children reach adoles- 
cence. FST helps the family move to the optimal level of cohesion. 


Parenting Styles 


Knowledge of parenting styles helps the clinician think about how par- 
ticular parent—adolescent relationships function. There are four different 
types of parenting styles that focus on dimensions of responsiveness and 
demandingness (Baumrind, 1991). 


1. Authoritative. This type of parenting is most supportive of ado- 
lescent development (Collins & Steinberg, 2006, p. 1018). Authoritative 
parents are involved with their teens, convey warmth, set firm expectations 
and limits, and maintain family routines, while supporting the adolescent’s 
individuality and autonomy. 


2. Authoritarian. These parents tend to be harsh and demanding, and 
absolute and punitive in discipline, practices that interfere with the adoles- 
cent’s autonomy and promote passivity, dependency, and, sometimes, rebel- 
lion. The adage for authoritarian parents is “It is my way or the highway”: 
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Or simply put, you follow my rules or you leave. This does not allow for 
healthy adolescent development of identity. Such children may keep their 
behavior and friends’ identities secret, to avoid their parents’ criticism. As a 
result, authoritarian parents often know very little about their adolescent’s 
life outside the home. 


3. Indulgent. In this pattern, parents demand little of their adolescents 
and allow the adolescent a lot of freedom, yet are warm and responsive. 
Adolescents from indulgent families tend to have less sense of direction, are 
immature, and tend to be followers. They receive little positive guidance, 
expectations, or limits from their parents. Parents’ indulgence may extend 
to failing to monitor the adolescent’s activities or friendships, thus placing 
them at risk of getting into trouble. 


4. Indifferent. These parents are basically neglectful, investing little 
interest or time in interactions with the adolescent, monitoring their behav- 
ior, or supporting their development. They have basically checked out of 
parenting. Their children tend to exhibit poor self-regulation and are most 
likely to experience a range of adolescent problems, including delinquency, 
substance abuse, and precocious sexuality (Abukari & Laser, 2013; Laser 
et al., 2019; Laser-Maira, 2018; Laser-Maira et al., 2018). 


In real families, these parenting styles may exist on a continuum, espe- 
cially when components such as degree of warmth or monitoring are con- 
sidered. A parent may be firm in expecting and supporting high achieve- 
ment (authoritative), but indulgent in allowing the adolescent more use of 
a car than most parents would. Furthermore, just as it is possible to have 
different attachment relationships with each parent, in two-parent families, 
the parents may embody different parenting styles, and these may become 
exacerbated if the parents are divorced or no longer a couple. This will 
likely be a source of tension for the parents and for the adolescent, as the 
teen attempts to adapt to their parents’ different levels of responsiveness 
and demandingness. 


Centerboard Theory of Adolescent Parenting 


We find the metaphor of the centerboard may be beneficial for the fam- 
ily’s understanding of their role in relationship to their adolescent. To view 
parenting in this nautical term, the parent needs to become the centerboard 
for their adolescent boat. For those who are not sailors, the centerboard is 
a sturdy plank attached to the hull of a boat that protrudes deeply into the 
water. The centerboard’s purpose for the vessel is to stabilize the craft in 
the water so that it is not blown off course or overturned. A boat without 
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a centerboard can be blown through the water on its side and will not be 
able to maintain a straight course. If there is a particularly strong wind, the 
boat may capsize. The centerboard is fundamental for the operation of the 
boat; however, it is not visible to other boats in the water or to observers 
who are on the shoreline. 

Therefore, adapting the attributes of the centerboard to the adolescent 
parenting relationship necessitates that the parent be strongly and firmly 
attached to the adolescent, although the rest of the world, those viewing 
the adolescent on the shore, and the other adolescent “boats” in the water 
will not be immediately aware of the strength of the parental relationship. 
For optimal development, the adolescent needs the parent’s positive regard, 
communication, input, and monitoring of their life. 

A strongly attached centerboard involves good communication. Mak- 
ing time to listen and creating opportunities for meaningful conversation 
are very important to maintaining a strong and viable relationship between 
the youth and parent. The gusts of winds that blow may not always be on 
the parent’s timetable. A strongly attached centerboard means being avail- 
able to talk whenever it is needed. To initiate conversation, we suggest the 
parent ask the youth their opinion and their understanding of an issue. It is 
a great way to get insight into their thinking and reasoning processes. Addi- 
tionally, playing a game, doing artwork, playing a sport together, going 
for a walk, or a hike are excellent ways of allowing a conversation to get 
started. 

The centerboard also needs to be firmly attached to help with direc- 
tionality. Remember that sometimes the parent’s actions speak louder than 
their words. The adolescent is gaining an ever-increasing sense of a moral 
compass. They are watching how the parent navigates their life, observing 
and considering the parent’s reasoning, morals, and choices as they develop 
their own moral standards. The parent’s choices can either support their 
own moral choices or give them less clarity. Parental edicts no longer work 
(if they ever did). The adolescent’s ability to take on multiple viewpoints 
increases throughout their cognitive development. Thus, “because I told 
you so” does not work and probably never did. 

Most of all, the parents of adolescents should not be afraid to be par- 
ents. Monitoring a youth’s behavior and activities is extremely important 
(Boyd-Franklin & Bry, 2019). This does not mean snooping, but knowing 
where they are, whom they are with, and when they plan to return home. 
Setting limits is necessary, so no problems develop with regard to expecta- 
tions. Parents need to be consistent in their behavior and expectations, not 
emotional. Logical consequences should result for misbehavior. We advise 
parents to make those consequences a learning experience, not a punish- 
ment, and to thus never mete out a punishment whereby they feel more 
“pain” than their youth. For instance, removing driving privileges so that 
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the parent now needs to get the adolescent to early morning swim practice 
would be painful. Take away the keys at night and on the weekends instead. 

Parental involvement in school drops drastically during the middle 
school and high school years. We advise parents to get to know their youth’s 
teachers and become involved in school activities. But, zo helicopter par- 
enting should be encouraged. Remind each parent to be the centerboard! 
Most of all, the parent should seek out experiences with their youth where 
they both can have fun. Suggest putting positive memories into an “emo- 
tional safe deposit box” that will allow both the youth and parent to get 
through the rough patches more smoothly and to move forward to forgive- 
ness and growth more quickly. 


Family Conflict 


In many families, conflicts are more than counterbalanced by interactions 
that reflect mutual respect and admiration, warmth, and love. Relation- 
ships are maintained even in the face of frequent disagreements in early 
adolescence. A parent who tolerates conflict, hears the adolescent’s per- 
spective, and sees disagreement as a chance to resolve problems and guide 
the adolescent supports their development. Even though parents and ado- 
lescents disagree on the “small stuff,” like curfew or appearance, they tend 
to agree about the larger issues, such as ethical, political, or religious val- 
ues. At the other extreme, parents who denigrate the adolescent’s ideas, 
take authoritarian and judgmental stances, and provoke anger and alien- 
ation impede adolescent development. Attempts at psychological control 
through derogation and rejection may seriously undercut the adolescent’s 
identity formation. 

Conflict is normative in early adolescence, so the issue is not conflict 
itself, but rather how developmentally influenced conflict intersects with 
familial protective and risk factors. Families with major conflict during 
adolescence tend to have had a long history of parent-child difficulties that 
are intensified, not created, by the adolescent’s developmental changes. 


Risk Factors and Protective Factors: A Family Perspective 
Risk Factors 
Family Disruption and Stress 


Disruptions in the family, such as parental depression or mental illness, 
witnessing domestic violence or severe marital or partner discord, the 
death of a parent, a parent exiting the family system permanently, frequent 
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moving, parental substance abuse, parental incarceration, or in the wider 
environment, such as economic conditions that shift a family into poverty, 
may threaten to derail adolescent development. If violence is displayed in 
the home by a parent or parental figure, such as domestic violence or child 
abuse, it can create very negative trajectories for children and youth, includ- 
ing bullying, acting-out behavior, substance abuse, depression, and anxi- 
ety. A supportive grandparent, other relative, coach, teacher, social worker, 
or neighbor can become a source of continuity for an adolescent whose 
family system is under stress, unhealthy, or in flux because all individuals 
need to feel attached to someone, especially when the parent is unable or 
incapable of being that person. 


Environmental Risk Factors 


Youth who live in overcrowded homes where they have to continually share 
space with their siblings are not afforded the opportunity to begin to cre- 
ate their own space, one that reflects their emerging identity. Additionally, 
being born into a large family or reduced spacing between siblings creates a 
scenario whereby they are unlikely to have the opportunity to spend qual- 
ity time with their parent(s) individually. This is often coupled with the 
economic constraints of providing for a large family by parents needing to 
work longer and/or more days to make “ends meet.” Therefore, such youth 
may have a deficit in the amount of quality time that they were able to 
spend with their parent(s) throughout childhood and adolescence. 


Protective Factors 
Maternal Education 


Interestingly, maternal level of education is an important protective fac- 
tor. Mothers who receive more education impart that education to their 
children. It has been found to be an extremely important factor in moving 
families out of poverty and supporting the educational attainment of chil- 
dren and youth (Abukari & Laser, 2013). 


Monitoring, Expectations, and Consistency 


Because adolescents spend so much time outside the family, monitoring 
practices and the consistency of those practices are important to assess 
when adolescents are referred for clinical intervention. Adolescents whose 
parents know their activities, friends, and whereabouts are less likely to 
engage in problematic behavior (Abukari & Laser, 2013; Laser et al., 
2019; Laser-Maira, 2018; Laser-Maira et al., 2018). While age-appropriate 
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parental monitoring is a protective factor throughout development, it is 
particularly important during early adolescence, when developmental 
imperatives push the adolescent toward autonomy and personal freedom 
at a time when good judgmental and decision-making abilities are not yet 
firmly established. Additionally, it is important to ascertain if these moni- 
toring practices are consistent or unevenly followed. Youth respond best 
when they are parented consistently according to the same rules, standards, 
and expectations. This allows youth to create their own schema of what 
may or may not happen if there are transgressions in rules or expectations. 
It is also important to evaluate if siblings are held to the same rules, stan- 
dards, and expectations or if there is favoritism of particular siblings. 

Consistent rules and high but reasonable expectations for the adoles- 
cent’s behavior, especially when combined with parental warmth, are pro- 
tective factors, while both coercive and lax discipline predict more behavior 
problems (Abukari & Laser, 2013; Laser et al., 2019; Laser-Maira, 2018; 
Laser-Maira et al., 2018). This risk is particularly acute in authoritarian 
families where coercive discipline becomes physical or abusive (Dodge & 
Pettit, 2003; Patterson, 1995). 


Home as a Safe Space 


Parents who create a safe space for their youth to grow encourage healthy 
development and a sense of family belonging that support the youth during 
both good and bad times. Parents who discuss and live their positive values 
act as roles models for their youth. Youth who feel safe to openly commu- 
nicate to their parents about negotiating issues of sexual activity, sexual 
identity, sexual orientation, vocation, education, and substance use have 
better coping skills when they discuss these same issues with their peers. 
Therefore, youth are best served when they have a healthy relationship with 
both their mother and father independently. Additionally, youth who are 
required to do chores or other work around the house are taught that as 
a family, they all have a responsibility to support its functioning (Werner, 
2013). Youth who see their parents in healthy relationships, both intimate 
ones and friendships, gain skills on how to form and maintain relation- 
ships. Parents who demonstrate how to access social support from friends 
and family when needed give their youth a valuable lesson on how to ask 
for help when it is needed. 


Assessment and Engagement with Adolescents and Their Families 


Assessment of family issues is essential to any evaluation of an adolescent. 
The above review of family protective and risk factors points to areas of 
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assessment with regard to family processes. Central questions from a fam- 
ily perspective are: 


1. What parent—adolescent relationships and family processes support 
or interfere with adolescent development? 

2. What needs to be changed or maintained to allow development to 
proceed more healthfully? 


However, some adolescents struggle with problems that are primarily 
internally generated, based on earlier trauma, or derived from biological 
risks. Examples are a teen who was sexually abused by a neighbor as a 
child or a youth with adolescent-onset bipolar disorder. Even in those cases 
where the family is not central to the problem, it is nevertheless valuable to 
assess the family’s strengths and challenges, because mobilizing the fam- 
ily’s support can create a context for ameliorating individual problems. 

Within any family, there are areas of strength and ability. Most par- 
ents have tried to do their best, within the constraints of their individual 
and family histories. Most parents want their children to succeed and to 
be happy and healthy. It is important as a clinician to take this stance so 
that you can join with the family to support their growth and development. 
FST therapists will actively point out the positive interactions the family is 
having and will encourage the family to see their strengths. FST therapists 
also will celebrate with families their resilience and their ability to weather 
difficult periods. Being seen as interloper or in conflict with the family will 
make your task extremely difficult or more likely impossible. 


Meeting the Family for the First Time 


Some clinicians assume that in doing FST one needs to have all family pres- 
ent at every session. However, there are strong reasons, especially during 
the evaluation and perhaps subsequent sessions, to first see the parents and 
adolescent separately for at least part of the session, with the youth the 
first to be seen. This is important because many adolescents are defensive 
about entering therapy and they worry, when parents are seen first, that the 
clinician, on hearing parent(s)’ negative views, will prejudge them and form 
a coalition, or triangulate, with the parent(s). The major goal of separate 
meetings, in addition to gathering information and developing hypotheses, 
is to make a connection with each family member that will hopefully evolve 
into a therapeutic alliance. 

If parent—adolescent conflict is the reason for referral, it is useful to 
first hear how the parents and adolescent frame the conflict before bring- 
ing them together. In these separate sessions, information gathering and 
engagement go hand-in-hand, as the clinician listens carefully, attends to 
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the family members’ perspectives and emotional affects, elicits interpreta- 
tions of the sources of the conflict, and, in parent sessions, conveys interest 
in the parents as individuals, and as a couple, by asking about their current 
issues, as well as taking a brief history of their families of origin. Engaging 
parents also involves eliciting their hopes for therapy. Most parents, even 
those with dismissive or authoritarian styles, wish to repair the relation- 
ship with their adolescent. The clinician tries to help them articulate that 
wish, to establish relationship change as a goal of treatment, and to convey 
a sense of hope that change is possible and therapy can help make things 
better. 


Subsequent Sessions 


First, let the family know that it is most helpful to learn how they com- 
municate and relate to another. Also caution them that they should not 
expect a quick solution to an ongoing conflict, and that you as the clinician 
can best serve their needs by understanding how the family functions, as 
a basis for collaborating on how to reduce conflict. It is fairly common for 
both parent(s) and adolescent to come to the family sessions ready to tell 
their side of the story and to express intense emotional affects during the 
session. In adolescent cases where family dysfunctions play a large role, 
parents and adolescents are likely to present views of one another and inter- 
actions that allow the clinician to observe how their transactional dysfunc- 
tion “works.” Although parents and teens have separately reported these 
interactions, there is no substitute for seeing them enacted. 

Identifying interaction patterns that interfere with the adolescent’s 
development helps clarify what needs to be targeted in intervention. The 
changes a family is able to make in reshaping communication patterns, 
dampening conflicts, reducing insecurity in attachment, or understanding 
another’s perspectives will have the most impact in helping an adolescent 
shift to a more positive developmental trajectory. Consequently, hypotheses 
must focus not only on general impressions of family processes, but also 
specifically on those areas of parenting that may be amenable to change. 

At the onset, however, it is necessary to respect the reality that dys- 
functional interactions, even those that distress family members, may be 
resistant to change and may also be adaptive. For example, some parents, 
for reasons that are not clear, are leery of allowing their teenager to test 
them outside the family and may feel that their limitations on them are 
somehow protective. Clients often have an unstated or unconscious ratio- 
nale that informs or supports the continuance of their symptomatic behav- 
ior. This line of reasoning helps us understand why advice giving, telling 
someone what they need to do to change, or offering a “big interpretation” 
about what seems self-evident to us, rarely or never works. 

From the initial session, the clinician continues to bring together 
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family members or subsets of the family system into the session. The clini- 
cian can create greater change in the family system by not always having 
the entire family present in therapy. The idea is that some family members 
are more motivated to change the system, whereas others are more moti- 
vated to maintain the status quo (Weekland, 2010a, 2010b). There may be 
siblings who need to be included in some sessions, as well as other family 
members, grandparents, aunts, uncles, or close family friends or neighbors 
who are important to the success of the intervention. 


Goals for Therapy 


Family approaches have the dual goals of improving family relationships 
and increasing adolescents’ developmental competence. On the adolescent’s 
side, goals may include reducing symptoms, restricting self-harming or risk 
behaviors, greater freedom, greater understanding, greater appreciation, a 
parent’s (or parents’) increased trust in them, and increased competence. 
On the family’s side, goals often include strengthening boundaries, increas- 
ing monitoring and expectations for the adolescent, improving communi- 
cation patterns, developing problem-solving strategies, restoring damaged 
attachments, moving past trauma, restoring trust in the youth. 

In almost all cases, parents will be an integral part of treatment. 
Within this dictum, treatment can take many forms, including whole- 
family systems interventions; sessions with parents alone, focusing on 
psychoeducation on adolescent development, guidance or coaching on how 
they can use different communication patterns, or couple counseling to 
improve their relational functioning; sessions with family subsystems (e.g., 
father and adolescent), focusing on perspective sharing and relationship 
enhancement; planned parent—adolescent meetings, focusing on problem 
solving; and individual therapy with the adolescent. Certain situations, 
especially divorce or separation, may preclude working with parents 
together; however, in most cases of divorce or separation, even though par- 
ents may be unwilling to meet jointly, both should be engaged in separate 
sessions. Stepfamilies are at higher risk for conflict in adolescence, espe- 
cially when the stepfamily is established when children are teenagers. Con- 
sequently, the clinician should attempt to engage stepparents, and be alert 
to certain dynamics that often create conflict, such as the stepfather who 
takes over disciplining teens before he has a solid relationship with them, 
or the stepmother who is given the job of being the primary caretaker for 
children before she knows them. 


Framing the Problems 


A useful technique is to ask parent(s) to describe the adolescent’s perspec- 
tives and needs, with the adolescent listening and elaborating or correcting 
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the parents’ impressions. Then roles are reversed, and the adolescent is 
asked to speak from the parent’s perspective and needs. During this exer- 
cise, the clinician should be active in keeping the current speaker focused 
on attempts to understand the other’s viewpoint. Furthermore, the clini- 
cian asks for confirmation that the representations of other’s perspectives 
are generally accurate. The goal is to help polarized family members realize 
they are capable of understanding another’s viewpoints. The clinician can 
point out commonalities in the family members’ views of the conflict and, 
especially important, note instances of empathy shown by either parent(s) 
or adolescent. Parent(s) and adolescent are also encouraged by the clinician 
to construct an overview description of the family’s problems and the inter- 
actional correlates that they can tentatively agree on. Since the perspectives 
of both must be included in the problem description, it is likely that the 
problem will be redefined as interactional and systemic. At the outset, the 
adolescent’s view of the problem might have been “My parent(s) are totally 
unreasonable,” and the parents’ might have been “Our daughter has no 
control over her anger.” By contrast, the new problem definition is likely 
to describe chains of action, reaction, and mutual negative reinforcement. 


Problem Solving and Communication 


As the problems are framed, treatment in family sessions can shift to con- 
crete problem solving and improving communication. Even though one is 
aware that “deep” patterns of insecure attachment history and problems 
related to cohesion underlie family conflict, it is usually more effective to 
begin with present-oriented work. Relationship changes are likely to follow 
when parent(s) and teens have had the experience of understanding one 
another, greater appreciating each other, and working together. 


From Communication to Relationship 


Clearly, effective problem solving leads to better communication. However, 
it is also important to focus explicitly on changing communication pat- 
terns. From the outset, the therapist has already tried to model good com- 
munication by striving to understand the perspectives of parent(s) and teen. 
They have listened carefully, tried to be attuned to the emotions behind the 
words, asked for clarification and explanation when they were unclear, and 
attempted to summarize what family members have said. 

The clinician assumes the role of a communications “broker” between 
the adolescent and parent(s). From their stance as an observing helper 
whose alliance with each separate family member supports their credibil- 
ity, the clinician can intervene in poor communication. It is helpful for the 
clinician to state their belief that better communication will improve family 
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relationships and is always a necessary part of FST. When rote patterns of 
arguing or suppressing ideas dominate a family’s communication patterns, 
the clinician may frequently call a time-out and initiate a dialogue that 
requires participants to shift from rolling along with scripted arguments 
rife with miscommunication to a focus on content, emotional affect, and 
intention. For example, a clinician observes that parents and their adoles- 
cent interrupt, talk over one another, and do not seem to listen well. After 
listening to an argument that drags on without resolution, a clinician can 
say, “I want to stop you and tell you what I’m hearing. This feels to me like 
a conversation that goes in circles. A big reason is that you’re talking at 
the same time rather than listening to each other.” The clinician can sum- 
marize the argument that has just taken place and note possible points of 
mutual agreement. Then the clinician can ask them to have the same dis- 
cussion using some familiar strategies for improving communication, such 
as confining themselves to “I” statements rather than “you” statements and 
restating the other’s point before making their own. 


Emotions 


The clinician should pay particular attention to emotional affects in con- 
flictual interactions. Communication will become more functional if fam- 
ily members can reduce the intensity of expressed emotional affect. Intense 
emotional affect raises the level of arousal in listeners, and in conflictual 
families, intensity in one person potentiates arousal in others. As arousal 
increases, the capacity for reflection decreases or completely stops. The cli- 
nician can point this out, summarize the conflict with neutral emotional 
affect, and directly suggest ways in which family communication can 
improve without being so emotionally charged. Often it may not be the 
words being said, but the way the words are being said (tone, gesturing, 
loudness, facial emotions, and body emotions) that makes them so divisive 
and toxic to the listener. Essentially, the therapist (temporarily) takes on the 
role of family affect regulator. 

The clinician’s attunement to emotional affects puts them in a position 
to find pathways around overt anger and hostility that often dominate in 
conflictual families. By attending to family members’ expressions and body 
language, as well as to their own emotional affects in response to the fam- 
ily, the clinician can begin to call attention to their “underneath” feelings, 
such as sadness, hopelessness, inability, powerlessness, ineffectiveness, dis- 
appointment, lack of control, frustration, loneliness, insecurity, and worry 
about rejection or loss of love. Shifting attention to these more vulnerable 
feelings can remind family members that they care about each other, love 
each other, and want each other to be happier with themselves as well as 
each other. 
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If the clinician’s shift from conflict to painful feelings about relation- 
ships is dismissed by some family members, the family is likely to retreat 
to an entrenched defensive position. A better option is to explore tender 
feelings and wishes for acceptance and love first in separate adolescent and 
parent sessions. This provides a better gauge of the teen’s and parent’s (or 
parents’) readiness to focus on relationship issues. Furthermore, in separate 
sessions, the clinician can state their conviction that addressing such feel- 
ings will be helpful and solicit family members’ buy-in. Then the clinician 
and family can explicitly make plans to focus on vulnerable feelings in 
upcoming whole-family sessions. This engenders the willingness to try and 
to set the stage for the next important steps in FST. 


Trust 


In therapy with conflictual adolescents and parents, an explicit goal is to 
increase mutual trust, understanding that increasing the trust of each other 
is an important and worthwhile outcome of therapy. A clinician who states 
their intentions in advance as a goal in therapy and openly re-addresses 
this goal, as opposed to springing on the family a powerful and potentially 
threatening shift in focus, embodies and models trustworthiness. Trust- 
worthiness is an end goal of therapy. Scaffolding incremental steps along 
that path, where greater trust can be gained or earned by each family mem- 
ber, may be extremely beneficial in increasing healthy family functioning. 
This takes time and is a dance between risking portions of each family 
member’s control and supporting the common good of the family. Both 
parent(s) and youth will be very skittish about giving up any of their control 
until they see the other(s) willing to do the same. 

Each of these incremental steps needs to be discussed in session: How 
successful was giving each other a little more trust in a particular situa- 
tion? What happened when family members did so? How did each person 
feel about it? Remember that not all progress will be linear and that there 
may be some slips in each family member’s behavior, whereby trust will be 
increased, or decreased temporarily, before greater trust is earned. 


Separate Parent and Adolescent Sessions 


Even when the primary goal of treatment is to improve relationships, there 
are many advantages, as noted above, to flexibly combining separate par- 
ent sessions with parent—adolescent sessions. These sessions can focus on 
direct guidance and advice on limit setting and monitoring, helping par- 
ents think about their child’s needs and behavior from a developmental 
perspective, and how to communicate clearly with their youth and with 
each other. 
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When parents disagree about parenting style and practices, the adoles- 
cent is exposed to differing, and therefore inconsistent, expectations, rules, 
and discipline. This is often the case when parents are no longer together, 
but may also occur between parents who are still together. Sometimes par- 
enting disagreements reflect more pervasive conflicts between a couple. At 
other times they may reflect polarized reactions to the adolescent’s develop- 
mental transition, with one or both parents struggling with anxiety or fear 
about how to parent an adolescent. For many parents, anxiety or fear may 
be stimulated by memories of their own adolescent difficulties. 

Work on resolving parenting conflicts is an important focus of parent 
sessions. The major goals of this work should be to limit the conflict par- 
ents act out in front of or within earshot of their adolescent, to control their 
tendencies to undercut or be unsupportive of one another, and to reduce 
competition to be the “better” parent. If parents can set limits on their own 
conflicts, the adolescent will not have to focus so much on attending to, or 
distancing themself from, parental struggles over them and will be freer to 
pursue adolescent tasks. 

Parents’ differences may be based on different assumptions about 
attachment. Consequently, it is important to take a history of the attach- 
ment and parenting styles each parent grew up with. Based on this infor- 
mation, the clinician can help parents articulate their working models of 
parenting. When these assumptions are put into words, parents can view 
their differences more objectively and understand why they have come to 
believe what they do about parenting, and whether these beliefs are really 
helpful for parenting their child today or should be left behind as historical 
views of parenting practices from another era. 

Some parents face a personal developmental crisis as they become 
aware that their adolescent needs them less. Parents with histories of ambiv- 
alent attachment become anxious as their adolescent becomes involved 
with peers and pursues autonomy. Such parents will benefit from the thera- 
pist’s empathizing with and defining the reasons for their anxiety, provid- 
ing developmental information that normalizes an adolescent’s seeking of 
autonomy and reframes the current task of parenting as providing a secure 
base for exploration. Often this helps each parent reflect on their hopes for 
the next stage of their life. The parent’s impending loss must be acknowl- 
edged, but particular emphasis should be put on helping them reframe the 
role of parenting in terms of supporting their adolescent’s development. 


Case Study: Returning to Josefina and Her Family 


Josefina was referred by her mother, with her father’s assent, to the counsel- 
ing center, at age 17. Josefina presents as confident, bright, and fun-loving. 
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She explains that she has been getting a lot of “heat” at home for not com- 
pleting her homework. She now sees her father as demanding and strict, 
whereas he was more laid-back and nurturing in the past. She is entering 
her junior year of high school. She acknowledges that her grades were poor 
during her first 2 years of high school, in contrast to her having been a good 
student in elementary school. She explains she sometimes leaves homework 
assignments at her house and forgets to turn them in at school, or some- 
times does not get to them after soccer practice. She talks about how her life 
will improve once she is on her own playing soccer at college. She explains 
that her dad has recently become extremely controlling at home and won’t 
let her hang out with her girlfriend Allie or other friends. 

Lupita, her mother, is seen initially on her own. She views Josefina as 
happy but careless. Lupita recognizes that she and José are less aware of 
what Josefina is up to these days. She had always considered her relation- 
ship with Josefina to be very close and trusting, but she is unsure of that 
now. Lupita understands that Josefina needs more freedom for herself, but 
she believes that she may have let her autonomy get out of control. She and 
José both work long hours. Lupita explains that they have always had tra- 
ditional family roles. 

José, with his traditional Mexican style of parenting learned from his 
father, sees himself as the provider and not the primary parent, and con- 
ceded that role to Lupita. However, he now considers that might have been 
the wrong decision, and he no longer feels that he has any control over 
Josefina and believes that Lupita is doing a poor job of parenting her. He 
often goes on verbal tirades at the house, chastising both Lupita for not 
exerting greater control over Josefina and Josefina for not listening to her 
mother. This has caused a wedge between Lupita and José, as well as José 
and Josefina. Nevertheless, both Lupita and José regularly attend Josefina’s 
soccer games together, as long as they have the time off from work. Josefina 
has two younger siblings: Juan, age 12, and Carlos, age 10, both of whom 
adore Josefina. Lupita is very proud of Josefina’s soccer accomplishments 
and just hopes that her daughter does not squander them and miss out on 
getting into a good college. 

In a separate interview, José expresses concerns about Josefina’s grades 
and tendency to procrastinate. He fears that she was on the verge of losing a 
big opportunity to attend college if she did not “straighten up.” José admits 
that he recently told Josefina that if her grades do not rise in the first quar- 
ter of this school year, he will not allow her to leave the house other than 
for soccer practice and games. José says, “I’m not sure what Josefina is feel- 
ing a lot of the time. She’s quieter than she used to be with me.” He explains 
that this growing conflict has also caused trouble between him and his wife 
Lupita because they do no longer agree on how to parent Josefina. 
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In the first family therapy session, José, Josefina, and Lupita are pres- 
ent. They all seem committed to the clinical process and care about each 
other. What do you do next? What are the presenting problems? What are 
the goals for therapy? 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. What risk factors does Josefina have? 


No 


. What protective factors does Josefina have? 


w 


. As a family therapist, how do you improve Josefina’s relationship with her 
mother? 


. As a family therapist, how do you improve Josefina’s relationship with her father? 
. What issues would you address in individual sessions with Josefina? 
. What issues would you address in family sessions? 


NO on Ff 


What issues would you address in father-daughter or mother-daughter sessions, 
or in parent/couple sessions? 


Chapter Summary 


In this chapter, the reader was presented with family contexts and dynam- 
ics that can promote or hinder the growth and development of the adoles- 
cent and support or decrease family functioning. The complicated nature 
of the parent—adolescent relationship was discussed through the lens of 
attachment theory, parenting styles, family protective and risk factors, and 
FST. In the next chapter, we will discuss the important environment of the 
school for the adolescent. 


CHAPTER 7 


The School Environment 
and the Adolescent 


This chapter explores the unique characteristics of the school 
microsystem and its influence on the adolescent. In particular, we present 
the protective and risk factors in the school microsystem. Also discussed 
are issues relating to experiencing trauma in the school: the effect of bul- 
lying, school tragedies, and violence in schools. Additionally, ADHD 
(attention-deficit/ hyperactivity disorder) and ASD (autism spectrum dis- 
order), and interventions that are appropriate in the school setting, are dis- 
cussed. Throughout the chapter, we provide suggestions for clinical inter- 
ventions for individuals working with adolescents in a school context. A 
case study is presented and questions for discussion about that case are 
offered. We begin here with the case to introduce some of the adolescent 
concerns the reader will encounter in this chapter. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and the school environment. Considering the implications 
for this case within the context of the risk factors, theory, assessment, 
and intervention strategies presented in the following pages will prepare 
you to assess and suggest interventions for this case study as it is devel- 
oped in further detail at the end of the chapter. 


Elroy is a 16-year-old biracial cisgender male. He has always been an 
average student and often doesn’t remember to hand in his homework. 
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He especially has problems with writing legibly. His English teacher will 
return his homework with a grade of zero because she cannot read it; 
as a result, he feels as if she has it in for him. Elroy knows that if he 
doesn’t pass English this year, he will not graduate on time or have to 
attend summer school, because he needs 4 years of English to receive his 
diploma. He really hates being in this teacher’s English class and has been 
diagnosed with ADHD. Elroy remembers to take his meds most days, but 
sometimes he forgets to do so, and when this happens, he gets stoned at 
lunchtime. 


The School Microsystem and the Adolescent 


The school microsystem is a venue that is dynamic and continually chang- 
ing. Because youth spend at least 6-8 hours a day at school, and even lon- 
ger if involved in clubs or sports, it is a focal point in their lives. It is the 
venue where they meet people of their own age and with shared interests, 
where they may be admired, despised, emulated, or shunned by their peers. 
It is also the place where they may gain notoriety for their academic ability, 
their athletic or artistic prowess, their ability to make and keep friends, or 
for less positive behaviors but just as noteworthy: their ability to be disrup- 
tive or angry, to get into trouble, to use drugs and alcohol, and their sexual 
escapades. 

For some youth, school can become a refuge from the problems they 
face outside of school. They might be able to forget about the verbal argu- 
ment between their parents the night before, or their brother’s drug use, or 
their younger sister’s health issues while they are at school. Because of the 
level of activity and energy the school engenders, some youth can frequently 
live in the present moment and push nonschool issues aside. However, other 
students may not be able to disengage from their outside lives. 

Some students may feel that school is a place of humiliation, frustra- 
tion, or isolation. School is not a happy place for them. They hate the place 
that makes them feel demeaned, stupid, different, or disliked. This may 
be happening because of bullying by peers or scapegoating by a teacher or 
administrator. 

Additionally, many students feel afraid to be in their school due to 
the amount of violence happening around them in that setting. It has been 
reported 6.7% of youth skip school because they are afraid of school vio- 
lence (Stringer, 2018). From 2000 to 2017, there were 153 casualties (67 
killed and 86 wounded) in active shooter incidents at elementary and sec- 
ondary schools and 143 casualties (70 killed and 73 wounded) in active 
shooter incidents at postsecondary institutions (Bureau of Justice Statistics, 
2019). The first of many school massacres happened in our backyard in 
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Littleton, Colorado, at Columbine High School on April 20, 1999. This 
predates all youth in school today, which means none can remember what 
it was like to feel completely safe in a school. This is a shadow that impacts 
all schools. Such fear is heightened by the intense media coverage that gen- 
erally follows a school shooting (Stringer, 2018). 

Schools have made themselves safer in a number of ways: by lock- 
ing doors, demanding identification when visitors enter the school, metal 
detectors, and in some cases employing police or other safety personnel. 
They have put a lot of effort, time, and money into training students and 
staff on active shooter safety techniques. However, there are unintended 
costs to doing this. Anecdotally, we have heard that many children and 
youth feel traumatized or re-traumatized by the realistic portrayals of 
active shooter drills, where doors and windows are being pounded and 
children and youth are told to remain completely still and silent for what 
seems like an eternity. It is obvious that we need to do these drills to protect 
our children; however, they allow a culture of fear to permeate schools that 
cannot be dismissed. 

Some youth, remembering the Parkland youth of 2018, organized the 
March for Our Lives movement across the nation and actively demanded 
greater safety in schools and demanded stricter gun laws (Lopez, 2018). 
The efforts of the Parkland youth did result in stricter gun laws in Florida, 
but as of 2020, there have been no changes in gun laws nationally. 

Thus, many youth vacillate between feelings of warmth toward their 
alma mater to feelings of fear, distrust, or contempt. What then might help 
youth in the school microsystem feel supported? The short answer is to 
increase the protective factors that exist in the school microsystem. 


Protective Factors Associated with Healthy Adolescent Outcomes 
in the School Context 


School Mentor 


The presence of an external support person in the youth’s life is fundamen- 
tal to resilient outcomes. This individual may act as a parent substitute for 
the adolescent. Mentors through acceptance, sustained interaction, and a 
willingness to ease authority and age disparities create strong, healthy rela- 
tionships between adolescents and adults. A supportive teacher, adminis- 
trator, coach or school social worker can be a protective influence (Abukari 
& Laser, 2013; Boeckel & Laser, 2015; Laser et al., 2007a, 2007b; Laser 
et al., 2019; Laser-Maira et al., 2018; Masten, 2014; Nicotera & Laser- 
Maira, 2017; Ungar, 2018, Werner, 2013). The school mentor can encour- 
age the youth to persevere. 
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Sense of Belonging/Sense of Being Needed at School 


A sense of belonging reduces feelings of disengagement and alienation 
(Masten, 2014; Nicotera & Laser-Maira, 2017; Ungar, 2018). It is the pro- 
verbial “Cheers” effect. People want to go where people know their name 
and have a connection to them. Students who feel connected to their teach- 
ers, classmates, school, instructional programs, and school functions are 
better equipped to handle adverse circumstances (Masten, 2014; Nicotera 
& Laser-Maira, 2017; Ungar, 2018). If the student feels they belong, then 
they feel a desire and a commitment to be in school during the good times 
or the bad times. If youth feel that it matters whether they go to school or 
not, they will make a commitment to attend school. Therefore, creating this 
sense of belonging in youth for school goes a long way to reduce truancy 
and absenteeism. A strategy that has been successful is for administration, 
teaching staff, and support staff to learn their students’ names (not just 
those of the really good or really bad kids), and to say hello to everyone on 
a daily basis as they arrive at school and throughout the day. Additionally, 
if a student was absent, it helps if school personnel check in with them, to 
let the youth know that they were missed when absent. This is very valu- 
able for youth because it ties into their cognitive understandings of feeling 
unique and also helps them establish an identity that is authentic, an iden- 
tity as a student at their school. 


Size of School and Size of Classroom 


Schools that are smaller have a greater need for all to participate, which 
then reinforces students’ sense of belonging to the school (Cutshall, 2003). 
If the school is smaller, the individual’s absence is sorely felt. Also, it means 
that all members are needed to be part of a sports teams, music events, 
clubs, or plays. At schools that are very large, only a small percentage of 
students are involved in activities and staff have to be very selective about 
who is chosen. Small schools need everyone to function and therefore allow 
all to join, to feel needed and wanted. 


Extracurricular Activities or Special Talents Fostered at School 


Involvement in a school activity, sports team, musical ensemble, or club 
helps the youth feel connected to a particular group of students. Having 
special talents is a protective factor, as well as being involved in prosocial 
activities (Werner, 2013). Students share a common purpose and common 
goals and thereby create their own microsystem for growth. This microsys- 
tem is then a reference group for the other activities in their life and provides 
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a circle of friends with common interests. Activities also give the youth an 
opportunity to “shine” in a particular venue. This is especially important 
when they do not receive positive notoriety in other spheres of their life. 

These kinds of extracurricular activities also help the youth establish 
an identity of who they are within the school microsystem. Since identity 
development is so important for youth, it gives them the parameters of an 
emerging identity. For example, if a female youth is a member of a swim 
team, she has a ready group of friends who also enjoy swimming, receive 
positive encouragement for their swimming, and share similar beliefs: 
namely, that practice is important, that one needs to make their maximum 
effort to improve, eat well, and be healthy for continued success, and that 
it is important to support each other on the team. She has “bought into” 
these basic beliefs. Who she is, what she does, and where she spends her 
time are influenced by this. Certainly, her identity is more than just being 
a swimmer, but this identity helps to set the groundwork of who she is and 
who she will become. 

Therefore, it is important for clinicians to support the youth they are 
seeing in counseling to join activities or clubs. Encourage them to take the 
“plunge” to try out for a sport or a play or show up at a club meeting. It 
may be quite anxiety-producing for them at first since they are entering a 
new microsystem where they may not know very many people. But, it is a 
very important venue for social and emotional support and a great oppor- 
tunity for identity development. 


Teaching Techniques That Foster Group Processes 


It has been found that how youth are taught affects their functioning. 
Teaching techniques that facilitate a positive school climate and therefore 
create group cohesion impact resilience in youth (Masten, 2014; Werner, 
2013). As it is important to create a group in school activities, it is also 
important to create a group in learning activities. 


Creating Opportunities for Praise and Valuing Accomplishments 


Rutter’s (1987) seminal research on institutionally reared girls found that 
“the experience of pleasure, success, and accomplishment at school had 
helped the girls to acquire a sense of their own worth and of their ability 
to control what happened to them” (p. 324). It is a self-fulfilling prophecy 
that if youth believe they are bright and capable, they will act and behave 
in bright and capable ways. If youth believe they can be successful, they will 
more likely be successful. This is the essence of self-efficacy, which we have 
spoken of earlier. Effective classrooms promote competence, which creates 
resilience at school (Masten, 2014; Werner, 2013). 
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The sense of accomplishment at school has positive effects on the 
other microsystems that the youth inhabits. Maughan (1992) found that 
a student’s sense of accomplishment at school compensated for the lack of 
opportunities for positive growth in their home environment. Therefore, 
difficulties at home were not so keenly felt if the youth was experiencing 
success in the school environment. Practitioners who are aware of diffi- 
culties in the student’s home must help the youth get the support they need 
to be successful at school. Therefore, family risk factors can be mitigated 
by protective factors at school. Furthermore, it is noteworthy to realize 
that positive experiences at school have residual effects throughout life. 
Werner and Smith (2001) determined that positive attitudes about school 
at age 18 predicted satisfaction with interpersonal relationships at age 40. 
Nearly two decades later, those who experienced positive experiences at 
school were able to transfer those experiences to other spheres of their 
life. 

When clinicians who work with youth show a sincere interest in their 
studies and positively encourage their academic progress, there is a ben- 
eficial outcome, even when the practitioner is not affiliated with a school. 
Asking how the youth did on a test or papers and praising their accom- 
plishment or progress helps the youth stay the course and feel that they are 
important and special. 


Teaching with an Explanatory Style 


Youth’s success or failure at school can be enormously influenced by the 
explanatory style that teachers and coaches use with children at school 
even at an early grade level (Forgeard & Seligman, 2012; Seligman, 1995). 
Therefore, how lessons are framed makes a huge difference for students on 
whether they will be successful, which impacts resilience at school (Mas- 
ten, 2014). Those students who were criticized for insufficient effort were 
less adversely influenced than those who were criticized for poor ability. It 
is hypothesized that effort is a temporary issue and can be easily remedied; 
however, ability is a permanent attribute, and therefore, criticism of it is 
more detrimental to the individual if it continues over time (Forgeard & 
Seligman, 2012; Seligman, 1995). 


Schools with High Expectations for Their Students 


Attending effective schools increases resilience (Masten, 2014). Schools 
that encourage caring relationships, high expectations, and opportunities 
for participation tend to produce students who succeed. If school personnel 
believe their students can achieve, overcome obstacles, and surpass their 
expectations, their youth will do exactly that. 
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School as an Oasis 


For some resilient students, the school becomes a home away from home 
(Abukari & Laser, 2013; Boeckel & Laser, 2015; Laser et al., 2007a, 
2007b; Laser et al., 2019; Laser-Maira et al., 2018; Masten, 2014; Nico- 
tera & Laser-Maira, 2017; Werner, 2013). If positive growth and develop- 
ment do not occur in the microsystem of the home, the student can flourish 
at their school. Some resilient students have seen the school as an oasis or 
a refuge from the problems that are impacting them at home. Therefore, if 
the home microsystem is difficult, the school microsystem may become a 
venue where the youth can blossom. 


Physical Environment of the School 


A positive atmosphere for growth is not merely limited to the ambiance 
of the school. The actual physical environment of the school is also asso- 
ciated with improved student outcomes (Kumar, O’Malley, & Johnston, 
2008). A school that is physically attractive and well cared for conveys to 
students that learning and growth are both supported and valued (Kumar, 
O’Malley, & Johnston, 2008). The physical environment of the school 
improves students’ behaviors and academic attainment (Kumar, O’Malley, 
& Johnston, 2008). School practitioners can create or support opportuni- 
ties for beautifying the school through cleanup days, painting, mural paint- 
ing, or creating school gardens. This also increases pride in the school and 
students’ connection to the school. 


Teachers Who Take a Particular Interest in Students 


The most frequently encountered individuals outside of the family system 
with a positive effect on a resilient child are teachers who take a personal 
interest in the child (Masten, 2014; Nicotera & Laser-Maira, 2017; Wer- 
ner, 2013). These teachers are able to transcend their role as an academic 
and become a positive model for personal identification. Youth remember 
these teachers far beyond their student years. Students with such teachers 
believe someone is on their side, and that gives them confidence to continue 
in school. When a teacher notices a student for something special that they 
have said or done, it has a positive impact on how the youth feels about 
themself and their understanding of who they are. 

With each of these protective factors, the youth receives a sense of indi- 
vidual identity and value, which is paramount for healthy development. It is 
important for school practitioners to remind teachers and school adminis- 
trators about the pivotal role they can play in the lives of youth. Frequently, 
they are so overwhelmed with teaching content that they forget how the 
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small kindnesses they can confer to students make a huge difference in the 
students’ lives. 

The school social worker or school-based practitioner holds the impor- 
tant role of helping teachers and administrators understand the emotional 
and social makeup of the students in their classes and school. The school 
social worker can act as a bridge between these groups. Frequently, the 
school social worker is able to uniquely contribute to the school microsys- 
tem because of their knowledge of the inner workings of the school and the 
particular needs of their students. 


Clinical Interventions for Individuals Working with Adolescents 
in a School Context 


The school social worker is often responsible for working with students 
who are experiencing social or emotional issues that are affecting their 
academic performance. The school-based practitioner is likely involved in 
a myriad of activities at the school. These may include special education 
evaluations, individual sessions, running small groups, classroom groups, 
or organizing schoolwide programs. 


Special Education Evaluations 


Before the special education process is initiated, the school social worker, 
school counselor, or school psychologist may have already worked with the 
student for some time and might have insight into the student’s behavior. 
Frequently, the school social worker and school psychologist are respon- 
sible for completing portions of the special education evaluations. Most of 
the time, the school social worker is required to write the developmental 
history of the student being evaluated, including a review of the develop- 
mental milestones of the student’s life. Additionally, a family history given 
by the parent and the youth is often included in the school social worker’s 
assessment. The school psychologist is responsible for the psychological 
testing of the student. The classroom teacher will administer academic test- 
ing. Classroom observations, home visits, and contacts with other agen- 
cies, organizations, or health professionals who may have worked with the 
youth may also be included in the evaluation. Of course, any collateral 
conversations about the student need parental permission. 

The individualized education plan (IEP) is the formal meeting between 
the parents, youth, and school professionals who report about the outcomes 
of the special education evaluation. Each member of the school team— 
the school social worker, school counselor, school psychologist, classroom 
teachers, and reading and/or math specialists—give their reports. Often the 
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school social worker serves the invaluable role of helping the family under- 
stand the results and advocating for the youth. Frequently, the IEP can be 
very intimidating for parents and youth when so many school professionals 
come together. The school social worker can become a great support to the 
family, helping them to interpret the reports in “real” language. Sometimes 
the school reports are peppered with school acronyms and jargon that are 
unintelligible to the outsider, and the parent or the youth may be afraid 
to ask questions for fear of being perceived as ignorant about the process. 
This is particularly important for parents whose first language is not Eng- 
lish. Once the reports are given, the parent(s) need to decide whether they 
agree with the recommendations of the IEP, which might be to certify the 
student for special education services or decline services. Special education 
services can include: math interventions in or outside their current class- 
room; reading interventions in or outside their current classroom; writing 
interventions inside or outside their current classroom; extra time on tests; 
alternative testing; oral tests; technology assistance (computers, tablets 
provided at school and home); environmental assistance (low-stimulation 
areas, quiet areas, time-out areas); transportation assistance to and from 
school; and mental health services. All IEPs need to be reevaluated every 
3 years to determine the progress of the student and if special education 
services are still warranted. Most schools operate from a “least restrictive 
option,” whereby if the student can spend more of their time in the general 
education milieu, it is better for their social development and should be the 
preferred placement. 


Small Groups 


The school social worker, school counselor, school psychologist, or con- 
tracted mental health provider may see general education and special edu- 
cation students in small groups at the school. Small groups may have a 
special purpose such as grief/loss, anger management, ADHD, positive 
self-image, positive body image, understanding feelings, or they may be just 
a weekly get-together to offer support. The groups may be short-term or 
ongoing. Students in small groups may play therapeutic board games; role- 
play difficult situations so that they find a way of using words to cope with 
a particular situation; do art or experiential therapy; practice mindfulness 
techniques such as meditation or yoga; become involved in active outside 
activities; or initiate a behavior modification or tracking behavior program. 


Classroom Groups 


The school social worker, school counselor, or school psychologist may run 
classroom groups that are psychoeducational and focused on supporting 
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positive peer relations, reducing risk behaviors, or understanding one’s 
emotions. Frequently, these groups are co-led by the school practitioner 
and classroom teacher. 


Schoolwide Programming 


Schoolwide programming may be organized by the school social worker, 
school counselor, and school psychologist to change or enhance the climate 
of the school. Such programs include peer mediation, inclusivity, violence 
reduction, forming a gay-straight alliance, becoming a trauma-informed 
school, or bullying programs. These programs often tackle large issues 
that are affecting the school environment or morale. Frequently, the school 
social worker, school counselor, and school psychologist, with the help of 
the administration and support of the teaching staff, are instrumental in 
creating these large-scale programs. 


Bullying within the School Microsystem 


Since social interaction is such an important component to healthy youth 
development, being demeaned, humiliated, isolated, or ostracized by one’s 
peers decreases one’s sense of self and undermines one’s ability to maintain 
friendships at school. 


The Impact of Bullying Victimization on Adolescents 


Having been bullied as a child impacts the self-esteem of the adolescent, 
which may affect social interactions and optimal functioning in adults 
(Laser, 2006; Olweus, 1993, 2001a, 2001b). Bullying harassment by peers 
has a continuing effect on the victim, including a reduction of health and 
wealth and an increase in risky or illegal behaviors (Copeland, Wolke, 
Angold, & Costello, 2013). Laser and Olweus found that several years after 
the bullying incidents, adolescents who had been bullied in late elementary 
school were still affected by higher levels of physical and mental distress 
than their nonbullied peers. 

Olweus (2001a) studied the mental and physical health implications 
of being bullied. The enduring effects of bullying victimization reached far 
beyond the middle school years. Laser (2006) found that schoolwork was 
three times more likely to be poor in female youth who had been bullied. 
Females who had been bullied were also twice as likely to suffer from sleep 
problems, feel sad or depressed, or admit that they lie or cheat on a regular 
basis than their nonbullied peers. Males who had been bullied were twice 
as likely to have trouble concentrating and three times more likely to be sad 
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or depressed than their nonbullied peers. For both males and females, those 
who had been bullied were twice as likely to feel unsafe at school, believe 
that they were not being graded fairly at school, and that the discipline 
being handed out to them was not fair compared to what their nonbullied 
peers received (Laser, 2006). The differences associated with being bul- 
lied undermined the youth’s emotional stability, academic performance at 
school, feelings of safety at school, and acceptance at school. 

Sexual minority youth are often the victims of bullying (Evans, 2014). 
In fact, compared to their cisgender or heterosexual peers, sexual minor- 
ity and gender minority youth are at increased risk of bullying, which can 
impact their mental health well into adulthood (Van der Star, Pachankis, 
& Branstrom, 2018). Additionally, those open about their sexual minor- 
ity and/or gender minority were more likely to be a target of bullying in 
schools (Van der Star et al., 2018). It has been found that bullying increases 
with perceived gender-nonconformity (Van der Star et al., 2018). Thus, all 
bullyproofing programs need to be responsive to sexual minority and/or 
gender minority youth. 


The Developmental Context of Bullying 


The late elementary and early middle school years are the pinnacle of bully- 
ing behavior (Hutzell & Payne, 2012). The middle school years are also the 
developmental period where peer influences are most strongly felt due to 
the youth’s not yet having created an authentic identity for themself. Addi- 
tionally, they are becoming more influenced by peer group norms and less 
by their parents. Therefore, this combination of desiring group affiliation 
and conformity to group norms and being singled out for victimization is 
very devastating for developing youth. In early adolescence, youth do not 
yet have a strong sense of identity, and therefore the victimization can be 
particularly hurtful since they are not fully certain of who they are and 
who they are not. 


Factors Related to Bullying Victimization in the School Microsystem 


Youth who become the victims of bullies are classified into two distinct 
groups: provocative victims and passive victims (Olweus, 1993, 2001a, 
2001b). The provocative victims are often described as needling and incit- 
ing the bully into action, and blamed for the actions that befall them. 
Students and teachers alike frequently feel that these provocative victims 
“deserved the rough treatment that they got” (Olweus, 2001a, p. 12). 
Interestingly, it was found that sometimes an entire class colluded or con- 
spired against these provocative victims. Perhaps there were only a few 
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students who actively bullied the victim, but the other students either 
through their passivity, or their tacit approval, allowed the victimization 
to occur (Olweus, 2001a). Although this sort of victim blaming has been 
implicated as part of the trivialization of bullying incidents, it is estimated 
that provocative victims make up only 10-20% of the total number of 
bullied victims (Olweus, 2001b). The overwhelming majority of bullied 
children are passive victims who have done nothing to call attention to 
themselves, other than simply coexisting in the same environment where 
the bully resides. 

Frequently, the youth who is being bullied is different than their peers 
in appearance: They may wear clothes that are not in fashion or have hair 
that is not well cut or kept. They may be sexual minority and/or gender 
minority youth. The youth may have emotional issues that makes them 
prone to cry or quick to anger. They may not be as financially well off as 
their peers. Therefore, perceptions that these bullied youth are somehow 
responsible for their own fate are untrue and further prejudice the already 
injured youth. Such perceptions also undermine the ability of school per- 
sonnel to stop the occurrence of bullying as valuable time is needlessly spent 
on investigating the rationale for why these youth were bullied, instead of 
simply eradicating the bullying behavior. 


Bullyproofing in the School Microsystem 


Since we are aware of the long-term repercussions for bullying behavior, 
how can we stop bullying from occurring in schools? Olweus (2001a, 
2001b) has identified a number of characteristics of successful bullying 
programs that will put an end to bullying behaviors. His program has 
been studied extensively in both rural and urban environments. A large 
long-term inner-city school evaluation of the Olweus program (examin- 
ing 36 schools in the United States over 9 years) found that schools which 
exhibited fidelity to the Olweus program experienced a decrease of bullying 
behaviors and violence-related behaviors (Kuykendall, 2014). 


Inclusion 


Bullying behavior negatively changes the environment of the school for 
everyone: those who are being bullied, those who are aware of the bully- 
ing behavior and not speaking up, and those who are the bullies (Olweus, 
1993, 2001a, 2001b). Including everyone in the bullyproof training and 
requiring all to become responsible to call out bullying behavior supports 
those being bullied, empowers those who have been afraid to say some- 
thing beforehand, and calls attention to the bullies, making clear that their 
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behavior is unacceptable (Olweus, 1993, 2001a, 2001b). It also means that 
everyone—from the students, parents, lunch ladies, janitors, bus drivers, 
school nurses, all teachers, to the principal—needs to be trained and aware 
of the program and how to report bullying behavior. 


Ongoing and Continuous Programs 


Programs need to be ongoing and continuous (Olweus, 1993, 2001a, 
2001b). This means programs designed to teach bullying behavior for only 
a week or month do not work. The students, teachers, and parents need to 
be reminded about bullying behavior and how to stop it so that it becomes 
second nature. 


Teacher and Parent Accountability 


Both teachers and parents need to be accountable for enforcing a morato- 
rium on bullying behaviors (Olweus, 1993, 2001a, 2001b). Teachers can no 
longer pretend that they did not see or hear the bullying behavior and sit 
idly on the sidelines. Neither can teachers criticize or intimidate students, 
allowing others to copy their behavior. This also means that parents who 
teach their children bullying is OK or a normal rite of passage need to be 
educated as well. Parents who allow their youth to solve problems through 
violence need to be made aware that this is against school policy and will 
create school problems for their child. 


Student Accountability 


Regardless of whether the bully is a star athlete or the diva in the school 
play, they will receive the same punishment for bullying behavior (Olweus, 
1993, 2001a, 2001b). There are not special rules for privileged students. 
This social hierarchy unfortunately operates in many middle schools and 
high schools and is often part of the problem. Once the hierarchy is dis- 
mantled, a greater reduction of bullying behaviors will occur. 


Zero Tolerance of Bullies 


There is zero tolerance for bullying behaviors (Olweus, 1993, 2001a, 
2001b). This means that students who previously thought they had per- 
mission to taunt others because they exhibited unusual behavior no lon- 
ger have an opportunity to explain away their behavior. If they bully, 
they will receive the punishment the school has already mandated for 
this behavior. This punishment may include afterschool study hall time, 
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restitution to the school in the form of service, Saturday cleanup help, and 
so forth. 


Swift, Consistent Discipline for Bullying 


Principals and teachers cannot put off decisions about discipline to the 
next week or even the next day (Olweus, 1993, 2001a, 2001b). The follow- 
through needs to be swift for bullying behavior so that the two events—the 
bullying and the punishment—are remembered together (Olweus, 1993, 
2001a, 2001b). Using these six strategies just outlined, bullying can be sig- 
nificantly reduced in the school. 


Attention-Deficit/Hyperactivity Disorder 


ADHD is probably the most discussed health concern in the school micro- 
system. Clinicians working in the schools must have a good working 
knowledge of ADHD. 


What Is ADHD? 


ADHD behaviors are seen as problems with attention span, impulsivity, 
excitability, hyperactivity, organization, poor judgment, following direc- 
tions, and making and keeping friends. Inside the brain of such youth, there 
are biochemical abnormalities in the neurotransmitters that actually slow 
down processing (Carver, 2009). This is why giving stimulant medication 
actually improves functioning. It does not mean, however, that the intel- 
ligence of youth with ADHD is compromised or their brain is somehow 
unhealthy. Often, there is a genetic component to ADHD. When practitio- 
ners construct a genogram, this helps the family to understand any genetic 
component and to discuss how other family members dealt (or did not deal 
very well) with ADHD in the past. They may not have been diagnosed, but 
the family probably remembers how Uncle Jimmy had problems in school 
or Grandpa had boundless energy. 


Prevalence of ADHD 


ADHD has a prevalence rate of 9.4% (Centers for Disease Control and 
Prevention [CDC], 2019a) to 11.0% (National Institute of Mental Health 
[NIMH], 2017a). Females have a rate of 4.2% and males 13.0% (NIMH, 
2017a). The lifetime prevalence rate of ADHD is 8.7%; thus, most people 
with ADHD (79%) will have ADHD throughout their lives (NIMH, 2017a). 
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Untreated ADHD 


If left untreated, the youth with ADHD can experience academic prob- 
lems such as uneven learning, not turning in homework, missing out on 
important information when given in class—all of which impact deadlines, 
assignments, and ultimately grades and the possibility of not finishing 
school. Discipline problems can also occur when the youth does not think 
before doing or becoming involved in situations without fully thinking 
through scenarios that can lead to criminal activity, truancy, and delin- 
quency. Peer relationships can often be strained due to lack of impulse con- 
trol or the youth missing some of the subtle cues of conversation. Because 
they may behave outside the norms, they are another group that is often 
bullied or scapegoated. Additionally, some youth may use drugs or alcohol 
to self-medicate or self-soothe. All of these issues impact the self-esteem of 
the youth with ADHD. 


Increase in ADHD 


There has been a 42% increase in the diagnosis of ADHD from 2003 to 
the present (NIMH, 2017a). Some consider this an advance in diagnosing 
ADHD. Others see it as a reflection of behaviors that would have been oth- 
erwise overlooked in the past now being more obvious (and problematic) 
due to: longer school days, a longer school year, standardized tests, fewer 
recesses, shorter recesses, fewer gym classes, more time spent at a desk, 
block classes, less outdoor play after school, and less unstructured play 
outside of school. 


Ruling Out Other Diagnoses 


If other issues such as trauma including child abuse, autism, Tourette syn- 
drome, inconsistent parenting, child neglect, anxiety disorder, or perinatal 
drug exposure have not been ruled out, the youth may be receiving a diag- 
nosis that does not address their problems and medication that will not 
effectively treat their symptoms. 


Positive Attributes of ADHD 


There are some unique positive attributes youth with ADHD possess that 
can be used to support their best development. Problem solving in groups 
increased when ADHD individuals were added to the mix (Gray, 2010). 
Additionally, it has been found that in groups youth with ADHD offer 
unique insights, novel ideas, creative or imaginative thinking, out-of-the- 
box thinking to solving the problems of others (Gray, 2010). Youth with 
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ADHD usually also have high energy, enthusiasm, good multitasking abil- 
ity, good athletic ability, and need less sleep. Thus, if it is properly under- 
stood and supported, ADHD can be very helpful to youth. 


ADHD Treatment 


It is estimated that about 77% of youth diagnosed with ADHD are receiv- 
ing some sort of treatment (CDC, 2019a). Because ADHD is a biological 
condition, medication is often helpful when it has been properly diagnosed. 
However, the preferred treatment, medication and behavioral interven- 
tion, is only being received by 40% of youth diagnosed with ADHD (CDC, 
2019a). Thus, many are not receiving the preferred intervention. As clini- 
cians, we can create meaningful behavioral interventions with youth with 
ADHD. 

The majority of problem behaviors derive from the inability to do a 
task, not from purposeful noncompliance. However, others may interpret 
the youth’s behaviors differently. Frequently, parents or teachers believe 
that the youth is purposeful in their inability to complete a task and become 
frustrated with them. This misconception needs to be addressed by the 
practitioner. There are two groups that the practitioner needs to work with: 
the parents of youth with ADHD and youth with ADHD. Both groups, 
youth and parents, need to understand that ADHD behaviors can be man- 
aged but not cured. There will be days that the youth will be able to follow 
directions better and stay on task, and other days when they will be less 
successful in doing so. The most effective approach to working with both 
groups is a mixture of education about ADHD and social support. 


Of Special Note for Parents 


It is important for the clinician to explain to parents that consistency is 
extremely important. Consistency should be attempted in routines, expec- 
tations, and household rules. Parents should practice how to give instruc- 
tions as simply and clearly as possible. The most important house rules 
should be explained, written down, and placed in a prominent location 
in the home (e.g., on the refrigerator). Parents should praise the youth’s 
accomplishments (even the small ones). This may seem awkward at first, 
especially if in the past the parent has spent a lot of time yelling at the 
youth for their transgressions (which sadly is often the case), but the youth 
will be very pleased when the parent, recognizing the adolescent’s progress, 
says something nice to them. Once the parent learns to see the behaviors as 
related to ADHD and not ornery adolescent behavior, the parent and youth 
can move forward in their relationship. 

Frequently, youth with ADHD misplace their possessions on a regular 
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basis, which can be very difficult and frustrating for parents who must 
continually pay for lost items. The parent can help the youth become better 
organized with homework and their possessions. The practitioner should 
instruct the parent to work with the youth to organize their room, back- 
pack, and desk. Parents should also be encouraged to notate a family cal- 
endar for upcoming events and place the calendar in an area of the house 
that is highly visible. The practitioner should also help the parent reduce 
any distractions at home while the youth is doing homework. 


Of Special Note for Youth 


The practitioner should encourage the youth to write notes to themself, 
or text notes to themself, to remind them of things that need to be done, 
deadlines, and appointments. The practitioner should encourage youth to 
see their own successes and the progress they are making. This promotes 
the development of healthy self-esteem in these youth. 

The practitioner in small groups of students with ADHD can help them 
to reinforce learning positive social skills by role playing “What would you 
do” scenarios. This can help youth explain and understand social situations 
and ethical dilemmas. Frequently, youth with ADHD have trouble making 
or keeping friends because they have not clued into many of the nonverbal 
or nonovert behaviors of social interactions, or students stay away from 
the youth with ADHD due to their frequent misbehavior. Therefore, youth 
with ADHD need to learn how to form and maintain friendships. The prac- 
titioner can lead discussions about behaviors that promote or deter friend- 
ships. Additionally, the practitioner can give examples of behaviors that 
may be modeled to support prosocial behavior in a small ADHD group. 

The ADHD small group can, in fact, serve as a method of supporting 
friendships and alliances among youth with ADHD. It can also promote 
connections to other youth with ADHD as a support network outside of 
the group. The practitioner can encourage group members to praise the 
accomplishments of fellow group members, which also supports group 
cohesion and positive regard for each other. 

It can also be extremely effective to have youth with ADHD create 
note cards to keep in their assignment notebooks or wallets; they may help 
the youth slow down to think. An example of such a note would be “1 = 
Think about situation, 2 = Think about what would happen if... , and 3 
= Active decision.” It is important for the practitioner to stress that in the 
end the choice is the youth’s to make. They can either make a good choice 
and positive outcomes will be created, or a negative choice with negative 
consequences. 

Even if the youth is taking medication in the form of a stimulant, this 
is not a cure for ADHD. The youth needs to learn how to slow down and 
to think about the decision they must make. The medication will give them 
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the time to think. However, they still need to do the thinking about an 
appropriate solution. 

Finally, the practitioner can help promote a positive energy outlet for 
youth with ADHD such as involvement with a school sports team or individ- 
ual sports, like running, swimming, or biking. Since youth with ADHD often 
have boundless energy, it is always a good idea for them to be involved in a 
physical activity that can provide an energy release and some camaraderie. 


Autism Spectrum Disorder 


ASD is a developmental disorder that affects both communication and 
behavior. Within the scope of communication, symptoms include: little eye 
contact; inability to look at or listen to people; little enjoyment of activities; 
difficulty paying attention to others; trouble remaining in conversations; 
lengthy discussions with self with regard to favorite issues; facial expres- 
sions and movements not congruent with what is being said; unusual tone 
of voice (flat, robotic, or singsong); difficulty understanding others’ point of 
view (NIMH, 2018a). Behaviors can include: repeating behaviors, words, 
or phrases; having intense interest in certain topics; anger at changes to rou- 
tine; sensitivity to light, clothing, noise, or temperature changes (NIMH, 
2018a). Youth with ASD may prefer to be by themselves, have few or no 
friends, and prefer to be in the company of elders rather than their peers 
(Barlosa, 2020). When youth with ASD are around other youth, they may 
try emphatically to have their peers follow the rules or may sit, stand, or be 
uncomfortably close to those youth (Barlosa, 2020). 


Prevalence of ASD 


About 1.7% of children in the United States have been diagnosed with ASD 
(CDC, 2019b). ASD occurs across all racial, ethnic, and socioeconomic 
groups (CDC, 2019b). Males are four times more likely to have ASD than 
females (CDC, 2019b). Though ASD can be diagnosed as early as age 2, 
many children are diagnosed later, and those with fewer resources may not 
be diagnosed until school age or beyond. Sadly, the later the diagnosis, the 
longer the family has not known how to best support their child. 


Ruling Out Other Diagnoses 


There are many other health problems that may look like ASD. These 
include: ADHD; diabetes; epilepsy; hemophilia; fetal alcohol syndrome; 
lead poisoning; leukemia; sickle cell anemia; Tourette syndrome; anxiety 
disorders; obsessive-compulsive disorder; depressive disorders; speech 
and language impairments; posttraumatic stress disorder (PTSD); reactive 
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attachment disorder; traumatic brain injury; oppositional defiant disorder; 
conduct disorder; specific learning disability; nonverbal learning disabil- 
ity; bipolar disorder; child-onset schizophrenia; intellectual disability; and 
intellectual giftedness (Jordan, 2019). All of these other diagnoses need 
to be carefully considered so the correct diagnosis is reached. Usually, a 
team consisting of a pediatrician, child psychologist, neuropsychologist, 
and speech-language pathologist is formed to do the evaluation (NIMH, 
2018a). 


Positive Attributes of ASD 


There are some positive aspects to ASD. Youth with ASD can learn infor- 
mation in detail and develop strong memories (NIMH, 2018a). ASD youth 
are often strong visual and auditory learners, too (NIMH, 2018a). Addi- 
tionally, youth with ASD frequently excel in math, science, music, and art 
(NIMH, 2018). 


ASD Treatment 
Of Special Note for Youth 


The practitioner should encourage the youth with ASD to consider real- 
life situations that they may experience and the potential outcomes of 
those situations. Activities that center on real-life situations and practicing 
possible responses can be beneficial for when they will need to negotiate 
certain life skills in the future. Additionally, school personnel should be 
aware that youth with ASD are another population that is often bullied. 
Social skills training includes understanding body language, facial expres- 
sions, the importance of making eye contact, problem-solving skills, and 
that relationship rules are frequently beneficial (Barlosa, 2020). Modeling 
prosocial behaviors and then explaining the behaviors are also effective. 
Cognitive-behavioral therapy (CBT) (which we will fully explain in Chap- 
ter 14) can be effective, too. Outdoor activities such as swimming, hiking, 
and running may be beneficial. Some communities may offer horseback 
riding or yoga to youth with ASD (Barlosa, 2020). 


Of Special Note for Parents 


Parents need to be aware that hygiene can be an issue for their youth with 
ASD. Some youth with ASD will have an aversion to water; others may not 
understand the changes in their body and the importance of keeping them- 
selves clean (Barlosa, 2020). Additionally, youth with ASD, like all youth, 
will have increased sexual urges. Parents will need to explain to their youth 
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with ASD appropriate venues for masturbation, the inappropriateness of 
masturbating in public or exposing oneself in public (Barlosa, 2020). As 
with all youth, parents or other adults will also need to discuss the fol- 
lowing as soon as appropriate with youth with ASD: birth control, readi- 
ness for sexuality, and giving consent and receiving permission to touch a 
romantic partner. 


Trauma in the School 


Unfortunately, schools have been the location of frequent violence as ear- 
lier discussed. This violence can occur between students, between students 
and staff, between parents and staff, or introduced from outside of school 
through an outside individual or through technology, as in the case of 
texting, sexting, social media, or email. Additionally, it is not uncommon 
for students during their adolescent years to die in an accident, through 
an overdose, or by suicide. Similarly, a beloved staff member may die an 
untimely death. Due to the many and diverse possibilities for experiencing 
trauma at school, a school crisis counseling plan needs to be established 
prior to any incident. 


Crisis Counseling 


The first components to creating a working plan is to designate who will 
be involved in offering counseling services, when counseling services will 
begin, for what duration, and where the services will be located. If trauma 
has closed the school, the school practitioner will have to find an off-campus 
location in which to hold counseling sessions. If many have been affected 
by the trauma, the school practitioner should find other community prac- 
titioners who can offer their services as well. Planning for crisis counseling 
should be organized in advance as part of any school preparedness plan. 
Additionally, helping families access support services may also be a respon- 
sibility of the school practitioner. 


Debriefing Groups 


Debriefing groups are effective with adolescents and with staff. These 
groups can be organized by proximity to the trauma for the individual 
or by the connection of the individual to the bereaved. Debriefing groups 
can help students and staff cope with the loss of the individual(s) they are 
grieving and/or help students and staff grieve the loss of feeling safe in their 
school and community. Students and staff should attend separate groups. 
Sometimes students will connect deeply to a student who died, even if they 
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had no particular relationship with the deceased student when they were 
alive. The practitioner should assess students’ and staff’s feelings of suicid- 
ality (see Chapter 15) in both those who knew the student or staff well and 
do not believe that they can live without the deceased student or staff, and 
in those who did not know the student or staff well but feel a keen connec- 
tion to the deceased student or staff. These debriefing groups may need to 
be ongoing throughout the school year. The anniversary of the trauma may 
require additional supportive services for students and staff. 


Case Study 


Elroy has had a difficult transition from middle school to high school. He 
rarely sees kids he knows at high school due to the size of the school. His 
middle school was one of five schools that filtered into the high school. He 
has never had a lot of friends, but he feels even more isolated at high school. 
At his middle school, people knew who he was, although sometimes it was 
for the wrong reasons. Frequently, Elroy has trouble following school rules. 
He also has problems sitting in his seat and focusing especially for long 
block classes. 

Elroy does well on tests but often loses a lot of points in class because 
he frequently forgets his homework. Therefore, his grades are mixed; in 
classes where he mainly takes tests, he does better. His penmanship is atro- 
cious; often the teachers have trouble deciphering his writing and his Eng- 
lish teacher has stopped trying. He is quite bright but frequently seems very 
scattered. He is very gifted at seeing multiple vantage points. He also has 
amazing ability as an artist. His art teacher, Ms. Castro, lets Elroy stay 
after school to work on ceramic projects. She thinks he should submit some 
of his work to the county art show. 

Elroy has an older sister, Trudy, who has been a model student. Trudy 
has been on the honor roll throughout high school. His parents often com- 
pare his lackluster performance to Trudy’s. Trudy was recently accepted at 
a prestigious university, which she will attend in the fall. Both his mother 
and father are extremely proud of her. Elroy is tired of being told, either 
directly or indirectly, that he is inferior to his sister. He is particularly wor- 
ried that he may not be able to graduate on schedule or will have to go to 
summer school to retake English. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. What risk factors does Elroy have? 
2. What protective factors does Elroy have? 
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3. If you were a school social worker, how would you begin working with Elroy? 
4. How could you help Elroy perform better in school? 

5. How could you work with Elroy’s teachers to improve his school success? 

6. How could you work with Elroy’s family to improve his functioning? 


Chapter Summary 


This chapter presented the ups and downs of school life for the adolescent. 
The protective and risk factors across the ecological levels that influence a 
teen’s challenges or successes in school were discussed. School-specific con- 
cerns such as special education, ADHD, ASD, and bullying were addressed. 
A case study at the end of the chapter challenged the reader to apply the 
protective and risk factors in an assessment and to consider which of the 
suggested interventions would be most useful for a specific adolescent and 
his family. In the next chapter, we will discuss the neighborhood environ- 
ment. 


CHAPTER 8 


The Neighborhood Environment 
and the Adolescent 


White we may not label it as such, we all live in a neighbor- 
hood, and whether that place is part of a city, town, or country village, 
it influences our lives and experiences. Some neighborhoods are strong 
and cohesive; the residents know each other, look out for each other, and 
share resources. Other neighborhoods may have residents who are not at 
all connected to each other. They may drive their cars into their garage at 
the end of the day and go into their homes, barely noticed by those who 
live nearby. Some neighborhoods are resource rich, with nearby libraries, 
parks, schools, and access to grocery stores for healthy food and public 
transportation, while others may not have any of these resources. When 
a youth is sitting with us in a therapy session, we often forget to consider 
the place where they live and how it might be influencing them and their 
families. This chapter presents a clinical orientation to the role of neigh- 
borhood in adolescents’ lives. We define three major factors: neighborhood 
social cohesion, neighborhood collective socialization, and neighborhood 
disorganization—and present questions for assessing these factors in clini- 
cal practice. We discuss theory and research that demonstrate how these 
factors affect youth and the application of intervention modalities such as 
cognitive-behavioral, existential, narrative, and multisystemic approaches. 
The chapter begins and ends with a case example. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and their neighborhoods. Considering the implications for 
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this case within the context of the risk factors, theory, assessment, and 
intervention strategies presented in the following pages will prepare you 
to assess and suggest interventions for another case study as it is devel- 
oped in detail at the end of the chapter. 


James, biracial, age 14, whose parents recently got divorced, has moved 
from a small town in Vermont to New York City because his father now 
works there. He did not have the choice to remain in Vermont because 
his mother refused to raise a teenage boy on her own. He currently lives 
with his father in a 10th-floor apartment in Manhattan and attends high 
school at a magnet school with a focus on the performing and visual arts. 
His mother, an artist, encouraged him to make this choice. One afternoon 
James’s father returns to the apartment from work because he is feeling 
ill and is surprised to find James at home in the middle of a school day. 
Upon further inquiry, his father finds out that James has skipped 17 days 
of school in the last month. James tells him he is tired of being harassed 
and getting off at the wrong stop on the subway that he takes to and from 
school. He breaks down in tears, telling his father he just wants to go back 
home to Vermont where he doesn’t have to deal with violence and people 
who look so down and out, like the woman who asks him for money every 
day. 


A Clinical Orientation to Neighborhood 


Clinically oriented practitioners do not commonly consider the influence 
of neighborhoods in their work with adolescents. However, the multisys- 
temic—ecological (M-E) approach impels us to account for how neighbor- 
hoods influence clients. Neighborhoods influence teenagers’ experiences of 
protection and risk and should be considered in assessing overall behavior 
adjustment. They are both physical and social environments that affect 
the development of personal identity, competence, cognitive, social, and 
motor skills, and security and trust. Neighborhood factors such as access 
to resources, connections with neighbors, and social cohesion are related to 
youth’s health in terms of weight and physical activity (Duke, Borowsky, & 
Pettingell, 2012). Other researchers have shown that neighborhood social 
cohesion is associated with youth’s physical activity (Cradock, Kawachi, 
Colditz, Gortmaker, & Buka, 2009). Perceiving one’s neighborhood as an 
unhealthy place can influence how they do in school (Henry, Merten, Plun- 
kett, & Sands, 2008). A sense of safety in one’s neighborhood has been 
linked with grades and a desire to stay out of trouble (Bowen, Rose, Pow- 
ers, & Glennie, 2008). 

The question is, How do clinicians in community mental health 
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agencies, private practice offices, or schools think about and assess the 
role of neighborhood risk and protection in the lives of teens? Some teens 
live in neighborhoods that promote easy access to safe physical and social 
environments, and some live in places where this access is limited or non- 
existent. Therefore, practitioners need to understand that neighborhoods 
have varying influences. Neighborhoods are complex, multidimensional 
ecosystems. Events that occur among people who reside and work within 
them (proximal influences) and events that occur in systems outside of them 
(distal influences) shape neighborhoods. 

We address the proximal neighborhood influences on adolescents. 
However, it is important to acknowledge that neighborhood conditions 
develop from interactions between local residents’ micro and meso rela- 
tionships as well as distal processes in exosystems and macrosystems. 
Therefore, accounting for neighborhood includes recognizing that broader 
social processes of prejudice and discrimination influence neighborhood 
protective and risk factors. For example, stigma is attributed to certain 
neighborhoods such that when job applicants list particular addresses in 
neighborhoods known to be dangerous and/or poor, potential employ- 
ers do not consider them for the position because they perceive that these 
applicants will not be “productive and will introduce problems to the work 
place” (Holloway & Mulherin, 2004, p. 433). 

Ecological theory compels us to account for the multiple systems that 
shape neighborhood conditions and responses to those conditions. Hence, 
assessment of and intervention in neighborhood risk factors in clinical 
practice require a social justice orientation because the helping professional 
must avoid blaming clients who reside in troubled neighborhoods for the 
troubles that exist in that place. 


An Overview of Neighborhood Protective and Risk Factors 


Regardless of the income level of the individuals who reside within them, 
neighborhoods hold both protective and risk factors for youth. There is 
a common misperception or stereotype that poverty-level neighborhoods 
are solely places of danger and despair. In fact, research refutes this ste- 
reotype by reporting that whether they live in low-income or more afflu- 
ent neighborhoods, youth describe both positive and negative experiences 
with the people and places within them (Anthony & Nicotera, 2008, 2016; 
Nicotera, 2007). Neighborhood-level risk factors include high crime rates, 
access to drugs and weapons, crowding, high rates of residential mobil- 
ity, absence of social cohesion, and absence of community resources. On 
the other hand, neighborhood-level protective factors include collective 
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efficacy, social cohesion, sense of belonging, and community pride. It is 
important to assess for both protective and risk neighborhood factors 
regardless of the practitioner’s intuition about how positive or negative a 
teen’s neighborhood is, because the presence of protective factors or risk 
factors in a neighborhood is not always associated with a client’s income or 
education level (Nicotera, 2003, 2008). 

Practitioners are not likely to use U.S. census data or crime data to 
gather information about a client’s neighborhood. Census and crime data 
provide useful information about a neighborhood, however; they represent 
geographical areas that tend to be different than the geographical area an 
adolescent and their family might consider their proximal neighborhood. 
Additionally, these structural measures of a neighborhood omit the social 
processes in a neighborhood that might be risk factors but also protective 
factors, depending on how the teen and their family perceive them (Nico- 
tera, 2007). Hence, for the purposes of clinical practice, the teen and their 
family provide the best information about their neighborhood. 


Neighborhood Protective and Risk Factors Associated 
with Adolescent Strengths and Problems 


The research and theory on neighborhood influences tend to concentrate on 
deficit-type neighborhoods. As a result, there is little research or theory to 
suggest the qualities of strength-based neighborhoods. However, pluralis- 
tic neighborhood theory (Aber & Nieto, 2000) suggests that all neighbor- 
hoods, regardless of their socioeconomic status, have strengths and deficits. 

The three broad areas for assessment in clinical practice are (1) neigh- 
borhood social cohesion, (2) collective socialization, and (3) neighborhood 
social organization and disorganization. 


Neighborhood Social Cohesion 


Neighborhood social cohesion includes the social ties or micro- and meso- 
level relationships between residents in a neighborhood. These ties vary 
from neighborhood to neighborhood and even from neighbor to neighbor 
within the same neighborhood. They are the social ties that make a person 
feel comfortable when out of town because there is a sense that the neigh- 
bors will look out for their home. Neighborhood cohesion also means trust- 
ing that neighbors will help out, such as helping a child who has fallen off 
their bike or making dinner for a neighbor’s family while one of the parents 
is in the hospital. Neighborhood social cohesion serves as a protective fac- 
tor because it provides a sense of comfort and safety, a cohesiveness among 
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residents when people can view their neighbors as willing to look out for, 
and help, each other when needed (Erdem, Van Lenthe, Prins, Voorham, & 
Burdorf, 2016). 

Youth who perceive more social cohesion in their neighborhoods 
report better health regardless of their race and ethnicity and the type of 
neighborhood where they live (Abada, Hou, & Ram, 2007). Additionally, 
adolescent females who perceive their neighborhood as being more socially 
cohesive report lower rates of depression (Nebbitt & Lombe, 2007). Other 
researchers (Plybon, Edwards, Butler, Belgrave, & Allison, 2003) found 
that teen perception of neighborhood cohesion promotes a stronger sense 
of self-efficacy at school and higher grades. 


Collective Socialization 


Collective socialization is a neighborhood protective and risk factor for 
teens. Just like families, neighborhoods develop and communicate norms 
about positive and negative behavior and aspirations that influence teens. 
Collective socialization works as a protective factor. For example, when 
neighborhood residents lead purposeful lives, they serve as role models 
for youth to view their own possibilities for the present and the future 
(Crowder & South, 2003). Collective socialization also works as a risk fac- 
tor, such that residents will model negative patterns for adulthood (Crowder 
& South, 2003, p. 661). 

When we assess for neighborhood collective socialization, it is impera- 
tive to ask about protective- and risk-oriented neighborhood norms and 
about the level of contact a teen has with neighbors whose life experi- 
ences resonate with those norms. For example, Novak, Reardon, and Buka 
(2002) studied adolescents’ beliefs about drug use and its relationship to 
the norms in their neighborhoods. They discovered that in neighborhoods 
where there is a collective view that the use of hard drugs is low risk, then 
teen residents also viewed hard drugs as low risk. This relationship between 
the collective neighborhood norm and youth’s views was persistent even 
after researchers accounted for how the individual proclivities and expe- 
riences of teens affect their perceptions of the risk of hard drugs. Inter- 
estingly, this collective socialization risk did not apply to the teens’ sense 
of risk with regard to alcohol and marijuana use. Their views on these 
substances were dependent on individual inclinations and personal experi- 
ences. The evidence from this research assists in decision making during 
clinical assessment. On the one hand, assessments for substance use and/or 
abuse typically explore an adolescent’s internal processes and experiences, 
such as exposure to media that glamorize alcohol. On the other hand, these 
assessments also need to include information about a teen’s neighborhood 
collective socialization. 
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Neighborhood Social Organization or Disorganization 


Neighborhood social organization or disorganization includes a combina- 
tion of neighborhood social cohesion and collective socialization. It is the 
third neighborhood factor important for clinical practice. We refer to this 
concept as disorganization because the prominent literature applies that 
label even though there is a continuum that moves between social organi- 
zation and disorganization. Bowen, Bowen, and Ware (2002) describe the 
concept on the disorganization end of the continuum as including (1) lack 
of neighborhood support (e.g., how interested adult neighbors are in teens, 
neighbors helping each other out, access to youth activities in the neighbor- 
hood, satisfaction with the neighborhood, how safe the teen feels in the 
neighborhood); (2) the perception of prosocial and negative behaviors of 
neighborhood peers (e.g., a youth gets good grades, graduates from high 
school, works or goes to college after high school vs. a youth who gets in 
trouble with the police, uses drugs, joins a gang, consumes alcohol); and (3) 
a resident’s exposure to neighborhood crime (e.g., being threatened with a 
weapon, hearing gunshots, witnessing a drug deal). Bowen and colleagues 
found that residing in neighborhoods with more disorganization negatively 
impacted teen school experiences, even after they accounted for the influ- 
ence of families. 

Neighborhood social disorganization also influences teen proclivity 
for violent behavior. Vowell (2007) determined that residence in a disorga- 
nized neighborhood had a direct effect on the violent behavior of teens. For 
example, the greater the levels of disorganization, the more likely that teens 
perpetrated some of the following violent actions: use of force to acquire 
something; hurting someone enough for the victim to require bandages; 
physically assaulting someone or hitting a member of their family; using 
force or trying to use force to get someone to have sex; setting fire to some- 
one’s property; and using a weapon to make someone surrender personal 
items (Vowell, 2007). Hence, witnessing violence, along with other neigh- 
borhood dangers, has an impact on not only academic achievement but 
behavior as well. 

Law and Barber (2006) explore how neighborhood social disorganiza- 
tion influences adolescents’ sense of loneliness, sense of community inte- 
gration, and antisocial behaviors. Their assessment of neighborhood social 
disorganization includes a combination of strengths and deficits—among 
them, (1) youth perceptions of adult control in the neighborhood (e.g., if 
an adult neighbor saw a youth doing something wrong, like spray paint- 
ing or skipping school, would that person say or do something about it?); 
(2) youth views on how they feel about living in the neighborhood, how 
many neighborhood youth they know, and how often they feel lonely in the 
neighborhood; (3) how often youth had contact with neighbors, and local 
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church and community leaders; and (4) youth perceptions of the presence of 
litter, trash, graffiti, and unsavory characters, such as homeless drunks in a 
nearby park. They found that youth who perceived fewer of the neighbor- 
hood strengths noted in the first three items above, and more of the deficits 
noted in the fourth item, were more likely to engage in antisocial behaviors, 
such as spending time with peers who cheat, lie, steal, or get into trouble. 
The youth who perceived more of the strengths in the neighborhood tended 
to spend less time with such antisocial peers. 

Neighborhood social disorganization also influences depression 
in adolescents. Researchers Nebbitt and Lombe (2007) studied teens to 
assess whether family encouragement, association with delinquent peers, 
and personal beliefs would outweigh the influences of neighborhood social 
disorganization on youth’s depressive symptoms. The teens in their study 
completed the Center for Epidemiological Studies Depression Scale (CES- 
D). They were also asked to rate the level of neighborhood disorganiza- 
tion (e.g., violent crimes, drug use and dealing, and the presence of police 
who harass residents who are not doing anything wrong) and neighbor- 
hood cohesion (e.g., people are friendly, youth know each other, adults 
know each other). The study’s results demonstrate the role of neighborhood 
social disorganization in depressive symptoms in spite of family, peer, and 
individual factors. Thus, witnessing violence and a lack of safety in one’s 
neighborhood are concomitant with depression. 

In addition to depressive symptoms, neighborhood factors can also 
influence a teen’s experiences of feeling hassled or stressed, which over 
time may lead to sadness and depressive symptoms. In a different study, 
Anthony and Nicotera (2008) explored elements of neighborhood social 
disorganization through youth’s perceptions of neighborhood problems. 
These hassles include drug dealers approaching neighborhood residents, 
not having places in the neighborhood to hang out with peers, and feeling 
scared in one’s neighborhood. The results demonstrate that the presence of 
neighborhood resources such as grocery stores, libraries, recreation facili- 
ties, fast-food stores, and banks help youth to feel less hassled or safer. 

Thus far, we have considered how youth’s experiences of neighborhood 
social cohesion, collective socialization, and social disorganization influ- 
ence their internal struggles (e.g., depression) and external actions (e.g., 
antisocial behavior). In addition, lack of physical activity or exercise can 
exacerbate emotional-psychological and behavioral problems. Therefore, it 
is important for practitioners to understand how neighborhoods influence 
teen access to exercise. Mota, Almeida, Santos, and Ribeiro (2005) studied 
how neighborhoods of residence influenced adolescents’ participation in 
organized and nonorganized sports outside of school. Teens who were more 
active lived in neighborhoods that (1) provided easy access to resources such 
as stores and recreation facilities; (2) had a social environment in which 
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locals were seen being physically active; and (3) had sidewalks, less traffic, 
lower crime rates, and enjoyable sights such as gardens. Practitioners often 
find themselves working with teens who experience (1) depression, (2) anti- 
social behavior, and/or (3) pressure from antisocial peers. We also work 
with teens to increase their commitment to stay in school and to seek higher 
education or positive employment as well as increase their levels of physical 
activity. Yet, many practitioners do not recognize that the conditions exist- 
ing in a youth’s neighborhood might play a role in these concerns. 


Neighborhood Resources 


In addition to the neighborhood’s social risk and protective factors, neigh- 
borhoods also have resources, such as green spaces, community gardens, 
afterschool programs, and markets with fresh food, that offer protection 
when present and the potential for risk when absent. For example, youth 
participation in neighborhood community gardens has been shown to not 
only improve their nutrition, but also promote healthy, purposeful activ- 
ity, social skills, and relationship building (Allen, Alaimo, Elam, & Perry, 
2008). The absence of a neighborhood community garden does not have to 
represent a risk factor if there are other resources available to youth. 

Green spaces and/or parks are another potential protective resource in 
a neighborhood. Indeed, some studies demonstrate that the level of green- 
ness in a neighborhood (e.g., density of green vegetation) influences the 
health of youth (Bell, Wilson, & Liu, 2008). Green spaces and parks, when 
well kept and safe, offer places for physical and social activity that can 
promote well-being and opportunities to develop social skills. When youth 
report hassles related to parks, such as the presence of people they view as 
unsafe, they do not use them and therefore do not derive the benefits associ- 
ated with greenspace (Anthony & Nicotera, 2008). 

The presence of afterschool programs in a neighborhood can also 
serve as a protective factor as they provide spaces for youth to interact with 
each in the context of caring adults (Jenson, Alter, Nicotera, Anthony, & 
Forrest-Bank, 2013). Afterschool programs also provide opportunities for 
structured activities, from homework help to recreation to cooking and 
arts classes. Youth who participated in an afterschool program based on a 
positive youth development model demonstrated greater rates of attendance 
at school, less likelihood of being suspended, and bigger increases in their 
reading ability (Jenson et al., 2018). The absence of afterschool programs 
in a neighborhood may not be a risk factor when there are other resources 
in a neighborhood, such asa YMCA or YWCA, that support youth growth 
and development during out-of-school hours. 

Another protective neighborhood resource is markets where healthy 
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foods such as fresh vegetables and fruits are available. When a neighbor- 
hood does not have access to such markets, we refer to it as a food desert. 
The health and well-being of youth who reside in food deserts are at risk as 
nutrition is the foundation for physical and cognitive development. Some- 
times neighborhoods that are food deserts present a related risk in the form 
of food swamps. Food swamps occur when the availability of fast-food 
restaurants and markets in a neighborhood are more prevalent than mar- 
kets for healthy food purchases (Cooksey-Stowers, Schwartz, & Brownell, 
2017). Food deserts and food swamps are both risk factors for youth at the 
neighborhood level. 


Considerations for Assessment 


The research suggests that we should assess for neighborhood protective 
and risk factors from four perspectives: (1) youth’s experiences with neigh- 
bors who may assist in the development of competence and who provide 
support, (2) sentiments (positive and negative) about the people and places 
within a youth’s neighborhood, (3) neighborhood-based activities in which 
the youth engages, and (4) the resources available within the neighborhood 
(Nicotera, 2005). These four perspectives are contained in assessments 
of neighborhood social cohesion, collective socialization, social disorga- 
nization, and physical-resource neighborhood factors such as access to 
resources. 

Begin your assessment with general open-ended questions about the 
teen’s neighborhood and neighbors. These general questions may lead to 
information that helps the practitioner assess the more specific neighbor- 
hood protective and risk factors for a particular client. However, before 
beginning the neighborhood assessment, the clinician needs to explain the 
reason for inquiring about this part of a client’s life. It is important to 
refrain from jargon like collective socialization, neighborhood social dis- 
organization, and neighborhood social cohesion. For example, the practi- 
tioner might say: 


“Sometimes when a person is having a problem, it’s easy for them to 
look inside and wonder, what is wrong with me? I take the view that 
whatever is going on inside someone is also connected to things that 
are going on around them, even things in the neighborhood. So, I am 
not only going to ask you about yourself, family, and friends, but also 
about the neighborhood where you live.” 


Clinicians may want to begin with a discussion about places a cli- 
ent likes to go or does not like in their neighborhood. The next step is to 
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have the teen describe what they would change in their neighborhood and 
how that would make the neighborhood different from its current state. 
Additionally, practitioners can ask the teen to think about a neighbor they 
like and to describe why they like that person and some of the things that 
neighbor does for or with them. Once the teen is chatting about their neigh- 
borhood, clinicians can draw on the list of questions in Table 8.1 to gather 
more information. In addition, the practitioner may want to conduct a 
home and neighborhood visit, if their practice setting provides for this type 
of assessment process. 


Case Study 


Max is a 17-year-old African American teen who lives with his parents 
(Ruth, age 43, and Ben, age 44) and his younger sister (Sasha, age 14). 
Ruth is a lawyer; Ben is a civil engineer. The family lives in a middle-class 
urban neighborhood in a midsize metropolitan area in California about 
100 miles west of Lake Tahoe. Typical of this part of California, their 


TABLE 8.1. Questions to Ask Adolescent Clients about Their 
Neighborhoods 


“Tell me about what goes on in your “Do you see neighbors talking with each 
neighborhood.” other, children playing together, and teens 


: : and adults interacting?” 
“Where do your friends live? How far 2 


from your home are they? How do you “Tell me about the places you can go 
get there?” by yourself in your neighborhood. Tell 
me about the places you cannot go by 


“Tell me about a favorite place in your 
neighborhood. Why is it your favorite 
place? How often do you get to go there? “What types of businesses are in your 
Does your mom or dad know about this _ neighborhood—for example, laundries, 
place?” banks, grocers, schools, community 
centers, churches? Can you walk to these 
or take a bus there?” 


yourself.” 


“Tell me about a place you don’t like in 
your neighborhood. Why is it a place 


you don’t like? Do you ever go there? “What types of green spaces are in your 
Does your mom or dad know about this neighborhood? Are they parks? Do they 
place?” have swings and other play equipment? Do 


they have athletic equipment? Are there 
streets near the green spaces? How busy 
are they?” 


“Do you know adults in your 
neighborhood who don’t live with you? 
Do you spend time with them?” 

“How busy are the streets? How fast 
does traffic move on them? What types of 
vehicles are driving on them?” 


“Where do you go to school? How far 
from your home is it? How do you get 
there?” 


Note. Based on Nicotera (2005). 
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neighborhood is culturally and ethnically diverse. Max has friends who 
are also African American as well as White, Asian, and Latinx. He attends 
a private Catholic high school in another neighborhood near his home, 
and it is close enough that he walks to and from school when the weather 
is not too cold. He tends to receive As and Bs in his classes and also has 
good friends whom he has been in school with since kindergarten. He is a 
member of the school’s ski team, and they practice at the Heavenly ski area 
near Lake Tahoe. 

Since ski season and ski team competitions ended, Max has been 
unusually quiet, spending more time on his own and arguing with his sis- 
ter for no known reason, when in the past the two had gotten along quite 
well. His parents are worried because Max is typically an outgoing and 
gentle-tempered youth. They are even more worried because Max’s midse- 
mester grade report showed that his usually good grades had dropped to 
B-minuses and C-pluses. They were surprised when he stopped wanting to 
join the family for dinner, stating he was not hungry and that he needed to 
complete homework. When his father asked him to go for a drive in their 
new car, Max agreed, but when his Dad attempted to check in with Max 
about the changes he was noticing, Max clammed up and would not say a 
word. 

Max’s parents figured it was typical teenage rebellion; perhaps Max 
was growing anxious as the family talked about college and Max soon leav- 
ing home. While they made it clear that they still expected his usual good 
grades, they told Max that as long as he ate healthy food, he did not have 
to join the family for dinner. However, over the next couple of weeks, they 
noticed that his temper and sullenness only increased. They also learned 
that Max was in danger of failing his math and literature classes, both of 
which he had previously regarded as his favorites. 

The family reports that following the economic downturn, many of 
the families in the neighborhood have had to move, and a lot of those 
homes are still for sale, so they sit empty. They guess that about 40% of 
the families who formerly lived in the neighborhood have left. They also 
share that the farmer’s market they used to go to every week has stopped 
coming to the neighborhood and that the local grocery store could no lon- 
ger survive with so many fewer families to serve. Max’s parents state that 
although they miss these resources, they can shop at grocery stores near 
their workplaces, so it hasn’t affected either of them personally. Sasha, on 
the other hand, speaks up and says she loves that those businesses are now 
gone because a fast-food chain she really enjoys has moved into the grocery 
store’s old location. She adds, “Max loves it, too. I always see him in there 
after school and on Saturdays now that ski season has ended.” Then she 
says, “Mom and Dad, so many of my friends are gone now. Are we going 
to have to move, too, when you and Dad lose your jobs?” Ruth and Ben 
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are shocked that Sasha would ask this because their employment is secure 
and stable. 


Clinical Interventions with Adolescents in a Neighborhood Context 


Keep Max in mind while reading this section and be prepared to decide 
which of the suggested interventions are applicable to him. Clinicians are 
uniquely prepared to assist adolescents and their families in unpacking the 
clinical effects of the neighborhood risk factors presented in this chapter. 
Practitioners are also adept at creative strategies for helping teens become 
aware of the ways in which they can capitalize on neighborhood protec- 
tive factors as they work toward emotional and behavioral changes. These 
types of interventions are the focus of this section. It is also possible that 
as we become aware of neighborhood-level conditions that are deleteri- 
ous to our teenage clients, we may want to create neighborhood- or com- 
munity-level interventions aimed at working with residents to increase 
neighborhood social cohesion or to decrease the elements of social disor- 
ganization. However, neighborhood- and community-level interventions 
to change the risk factors identified in this chapter are beyond the scope of 
clinical interventions and also beyond the scope of this book. We encour- 
age those who want to create neighborhood interventions to collaborate 
with colleagues who are trained to practice community social work or 
community psychology in order to practice ethically within their level of 
competence. 

Few interventions aim specifically to reduce the effects of deleterious 
neighborhood influences on clinical concerns. Therefore, it is incumbent on 
the clinician to apply interventions, such as cognitive-behavioral therapy 
(CBT; Beck, 2021; Ellis & Wilde, 2001, discussed further in Chapter 14), in 
a way that assists clients in gaining control over the effects of neighborhood 
social disorganization, negative collective socialization, or limited neigh- 
borhood social cohesion. Clinicians should work to uncover any automatic 
thoughts or irrational beliefs (Cooper & Lesser, 2008) that their adolescent 
clients have in relation to their neighborhood experiences, such as “All the 
kids are painting graffiti” or “No cool kids in this neighborhood ever use 
the community center or the library.” The practitioner should then con- 
tinue to pose questions that help the teen identify evidence that disputes 
the automatic thoughts and develop a plan for not letting those negative 
thoughts interfere with their own positive behavior. This type of interven- 
tion is similar to assisting teens in coping with peer pressure. The difference 
is that the level of pressure is not always as apparent as it is with peers, 
because neighborhood factors exist outside the tangible sphere of the teen 
themself. Consider using such an intervention with Max’s sister, Sasha, 
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who has demonstrated an irrational belief based on what other families 
in the neighborhood are experiencing during the economic downturn and 
wonders if she will have to move when her parents lose their jobs, even 
though they are not in danger of becoming unemployed. Similarly, the clini- 
cian working with Max who plans to include the neighborhood as a factor 
in his social and academic problems would also want to assess how the loss 
of neighbors, friends, and neighborhood resources due to the economic 
downturn might be influencing him to hold irrational beliefs about his own 
future and use CBT questioning to challenge those thoughts. 

Existential approaches (Frankl, 1969; Walsh & Lantz, 2007) to 
clinical practice are also useful for helping teens to deflect the effects of 
neighborhood risk factors because they allow the teen to make sense of 
the meanings they make as a result of living under negative neighborhood 
conditions. This approach additionally allows the clinician and the teen to 
focus on neighborhood protective factors as a way to build meanings that 
create positive behavior choices. Narrative therapy (Kelley, Blankenburg, 
& McRoberts, 2002; White & Epston, 1990) is another useful strategy 
in clinical work that accounts for neighborhood influences and the mean- 
ings teenagers take from them. The approach allows a teen to externalize 
negative neighborhood stories that affect the narratives with which they 
identify and use when making choices. For example, Max’s poor choices 
with regard to his health and academics and his behavioral changes, such 
as fighting with his sister, may be part of the meaning he makes out of 
the losses in his neighborhood or even the economy. Using an existential 
approach in this case could help Max explore how those events are influ- 
encing his hope for his own future. 

Finally, multisystemic therapy (MST; Henggeler, 1999; Henggeler, 
Clingempeel, Brondino, & Pickrel, 2002; Randall & Henggeler, 1999) is 
an overall approach that clinicians can use in the development of strategies 
for intervention. Unlike the intervention approaches just discussed, MST 
does not prescribe any particular strategy for making change. Instead, it 
serves as a framework for working with the teen and their family so that 
individual, family, school, and neighborhood factors play a role in assess- 
ment and intervention. Because MST is built for considering all of the envi- 
ronments of a client, Max’s neighborhood would be included as a potential 
factor in his presenting problems. The MST-oriented clinician would want 
to conduct a home visit with Max and his family to more fully understand 
the impact of the neighborhood environment. They would work with Max 
and his parents in an empowering way to create specific goals and plans for 
how Max could make the changes needed within the context of his current 
situation, which in our case study here is the stress Max is experiencing as 
a result of his fears and worries related to the economic downturn’s impact 
on his neighborhood. 
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QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. How will you explain the neighborhood factors and their relationship to Max’s 
presenting psychological and behavioral issues to the family without using jargon? 

2. What questions should the clinician ask the family in order to assess which of 
the neighborhood processes (collective socialization, social cohesion, social 
disorganization) might be influencing Max? What questions should you ask to 
assess whether they might also be influencing Sasha? 

3. What questions should the clinician ask to assess for the presence or absence 
of neighborhood resources? What questions should you ask to assess whether 
the neighborhood resources may be a risk or protective element in Max’s life? In 
Sasha's life? 

4. We discussed several intervention strategies in this chapter. Based on the issues 
confronting Max, which are most useful and why? 

5. Recall the neighborhood where you lived as a teenager. How would you rate 
that neighborhood in terms of collective socialization, social cohesion, social 
organization, and resources? Describe the macro- and exosystem factors that may 
have played a role in collective socialization. How might your experiences of the 
neighborhood where you grew up influence the way you think about your clients’ 
neighborhoods? 

6. How would you apply the concepts of social cohesion, social organization, 
collective socialization, and presence or absence of resources to teen clients who 
live in rural areas or smaller towns? How might these be different for youth in 
urban neighborhoods? 


Chapter Summary 


This chapter challenged you to consider the ways in which neighborhoods 
influence adolescent clients. We discussed three general neighborhood fac- 
tors: collective socialization, social cohesion, and social disorganization. 
We presented research evidence to help you understand how these factors 
play a role in clinical issues. We covered general areas for assessment and 
several approaches to intervention. A case example helped you consider 
how to apply those ideas to teens and their families. We posed questions 
for general discussion and self-reflection so that you could also think about 
how your own experiences of neighborhood might influence the way you 
view the neighborhoods of clients. In the next chapter, we will discuss the 
media’s influences on youth. 


CHAPTER 9 


Media Influences and the Adolescent 


| eee in the United States spend, on average, about 10 hours 
each day interacting with various media sources (Rideout, Foehr, & Rob- 
erts, 2010). The Pew Research Center (Lenhart, 2015) reports that approx- 
imately 24% of youth are engaged with the Internet at a nearly consistent 
rate and that 92% of youth are online daily. Social media and networking 
via social media are a fact of life, and usage in and of itself does not nec- 
essarily have negative effects on well-being (Twenge & Campbell, 2019). 
This chapter addresses how the media, as a “significant other” (Cooley, 
1902; G. Mead, 1934; M. Mead, 1965) in a teenager’s world, filter through 
the ecological levels to impact youth. Theoretical foundations that provide 
evidence for the need to assess media influences are presented together with 
evidence from research on media effects on body image and sex/sexuality 
in adolescents. The section on assessment provides information on how to 
talk with adolescents about their use of the media. Interventions that arise 
from behavioral theory, existential theory, and public health theory with a 
focus on peer opinion leaders are discussed. A clinical case example allows 
you to apply the knowledge gained from the chapter. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and the media. Considering the implications for this case 
within the context of the risk factors, theory, assessment, and interven- 
tion strategies presented in the following pages will prepare you to assess 
and suggest interventions for another case study as it is developed in 
further detail at the end of the chapter. 
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Joanne, European American, age 16, is considered an outcast in her high 
school. Peers have teased her since middle school where she was viewed as 
a teacher’s pet and bookworm. Joanne does not fit in with any of the stu- 
dent groups: not the athletes, not the student council, and not the debate 
team. Over the years, she seemed to weather this treatment with outside 
interests such as taking classes at the local community college and tutor- 
ing elementary school kids in reading and math. When she begged her 
parents for a connection to the Internet so she could communicate with 
her community college classmates about homework, they agreed and will- 
ingly spent the extra money to pay for her Internet access at home. Since 
then, though, Joanne’s father has noticed that she sometimes appears 
depressed and tired. She is also refusing to sit down to dinner with the 
family and eats only raw fruits and vegetables. Although he did not want 
to snoop into Joanne’s life, he was shocked when he went into her room 
while she was at school and found printed material from websites about 
how to die by suicide without leaving any evidence. 


A Clinical Orientation to the Media 


New technologies have increased adolescent access to media. Socially inter- 
active media have brought teens into closer contact with both known and 
unknown peers and adults. While traditional media represent macro- and 
exosystems and are delivered to the adolescent, the interactive nature of 
more current sources bring media into the meso- and microsystems of 
young people. The theories and research that support our understanding of 
media influences cut across several disciplines, including mass communica- 
tion, psychology, social psychology, and sociology. 

Various studies have made contrasting claims with regard to the 
media’s effects on behavior and well-being (Anderson et al., 2017; Bush- 
man & Anderson, 2001; Collins et al., 2016; Dyer, 2018; Fobian, Avis, 
& Schwebel, 2016; Gozal, 2017; Hogan & Strasburger, 2018; Mayhew & 
Weigle, 2018; Singh, Amiri, & Sabbarwal, 2017; Tripathi, 2017; Twenge 
& Campbell, 2019). Scholars reflect that the old-school form of nonin- 
teractive media, such as television and film, serve as a practice arena for 
adolescents through which they may or may not decide how to behave in a 
real-life situation (Lloyd, 2002). While youth may imitate behaviors they 
view in these noninteractive forms of media, that imitation is likely delayed 
and as a result gives youth time to consider what they viewed and choose 
to mimic or not mimic the behaviors and values promoted via films and 
other forms of noninteractive media (Lloyd, 2002). Lloyd (2002) refers to 
this delay as allowing for cognitive rehearsal, a chance to think about and 
imagine different ways of behaving before actually taking those actions and 
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experiencing peer acceptance or rejection based on them. When teens use 
interactive media sources where communication is direct, immediate, and 
occurring at a nearly constant rate, then the rehearsal of options for how 
to behave in real life disappears, because, in fact, interactive media is “real 
life.” The result of this can range from small mistakes to tragedies that 
cannot be undone. Similar to words spoken out loud, once an electronic 
message is sent or posted, it cannot be taken back. 

Each teenager has their own unique responses to varying media 
sources. These responses result from variations in gender, race/ethnicity, 
social class, and sexual orientation as well as from the level of access a 
teen has to different types of media. The theory of symbolic interaction 
(G. Mead, 1934; M. Mead, 1965) provides a foundation for understand- 
ing how the media filter through to influence adolescents in varying ways. 
Symbolic-interaction scholars point out the importance of language and 
other forms of communication through which “culture, socially structured 
situations, interpersonal relationships, and social identities are created and 
maintained” (Heise & Weir, 1999, p. 139). For example, two teenagers 
viewing the same social media, text, or website do not develop the exact 
same perspective of the content; each comes away with their own personal 
take on it. Their families and other social contexts also shape this meaning. 
However, a new shared meaning develops as the teens discuss posts or web- 
sites with each other and their peers. Over time, this meaning can turn into 
expectations for behavior within the teens’ peer group and have more influ- 
ence than the teens’ families (Heise & Weir, 1999). Lloyd (2002) suggests 
that “within the context of media influence, it is postulated that features 
of mass media entertainment (e.g., language, clothing, and cultural set- 
tings) take on a primary role in the transmission of implicit social knowl- 
edge within the adolescent peer culture” (p. 83). In fact, a study of youth 
risk and resilience in Africa reports that youth residing in an impoverished 
township aspire to what they view as the “American Dream,” portrayed 
on U.S. media sources even though the portrayal is not nearly accessible 
or acceptable for either the U.S. or African youth in the study (St. Mary, 
2020). The following two quotes from youth in the study exemplify this 
influence: 


“The way we dress, the way we speak, the way we move, what we do is all 
about American television . . . it has a huge influence on the youth of today.” 
(in St. Mary, 2020, p. 109) 


“We are all about status as well. And, you would be quite surprised how most 
of our entertainment is dominated by American television. Those tend to have 
a lot of impact on the mentality of hustling and doing it for yourself. I mean, 
we watch a lot of [TV] series about drugs, and bitches, and all that. Everyone 
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wants the ‘American Dream’ even though we’ve never seen the ‘American 
Dream.’ We’ve never been to America, but we would like to make our own 
‘American Dream’ in our country.” (in St. Mary, 2020, p. 86) 


Prior to the advent of current technologies, teen interactions about 
the media occurred only in face-to-face settings or via the telephone in the 
home of one’s family. However, with the proliferation of portable media via 
smartphones, such interactions now occur in a continuous fashion, among 
a broader range of peers and out of earshot of adults. While teens require 
a sense of privacy, they also need opportunities to discuss the ideas they 
gather from the media with trusted adults. For example, teens can form 
“parasocial relationships” with celebrities via social media (Bond, 2016). 
These parasocial relationships influence an adolescent’s choices for acting, 
thinking, and feeling (Bond, 2018, 2020; Tolbert & Drogos, 2019). They 
“also provide cultural materials for developing gender role identity, form- 
ing values and beliefs, and learning sexual and romantic scripts” (Arnett, 
1995, as cited in Giles & Maltby, 2004, pp. 814-815). If adolescents dis- 
cuss the ideas they get from the media and parasocial relationships with 
parents and trusted adults, then they are more likely to use that media to 
grow. On the other hand, the media can become a risk factor when parental 
or adult input on media messages is absent. 


Identity and the Media 


In face-to-face interactions, “performance of identity” or self-expression 
involves physical cues about gender, height, weight, age, skin color, and 
“fashion sense, hair style, and other bodily markings .. . [which] are assessed 
by others as they determine whether we might make a good friend, partner, 
or employee” (Thomas, 2007, p. 5). Performance of identity in face-to-face 
settings is distinguished from the virtual performance of identity in cyber- 
space (Thomas, 2007). A teen who was interviewed by Thomas describes 
it like this: “I’m not sure if anybody here [in cyberspace] totally gets to 
know me—I’m sort of a persona. It’s a lot like me, but minus the things I 
don’t like about myself” (in Thomas, 2007, p. 5). Virtual communication 
has ushered in opportunities to present or invent the self in ever-changing 
ways that were not possible prior to its development (Larsen, 2016). Agger 
(2004) notes that “the internet opens up a new world of self-creation, sto- 
rytelling, global communities, interactive instantaneity, and possibly even 
political organizing quite unknown in a slower paced stage of modernity” 
(p. 146). Other scholars point out the concern of the Internet as an “echo 
chamber” (Mayhew & Weigle, 2018, p. 275). Youth today “have access to 
online social networking, a social outlet in which opinions of those outside 
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one’s defined group (e.g., adults, those of other ethnic groups, or of another 
political persuasion) can be largely ignored in favor of a co-constructed 
reality called an echo chamber” (Mayhew & Weigle, 2018, pp. 275-276). 
The risk is that youth can, unknowingly or intentionally, use social media 
to isolate themselves to connect only with others who share their views and 
values, putting them at risk for narrowed perspectives, an absence of learn- 
ing how to cope with differences, and an overexaggeration of the impact of 
criticism from peers in their network (Mayhew & Weigle, 2018). 

When Erikson (1968) developed his theory on the adolescent devel- 
opmental crisis of identity versus role confusion and when Marcia (1966) 
expanded those ideas, neither of them imagined the number of selves or 
identities the 21st-century teenager could play with via cyberspace (Agger, 
2004; Larsen, 2016; Lloyd, 2002). We might consider cyberspace as the 
adolescent version of the preschool dress-up corner or closet without the 
physical constraints of the body. This is not to suggest that the teen’s expe- 
rience of virtual communication and communities is disembodied since the 
emotions of these experiences are clearly felt in the physical body, and even 
though the youth is not in a concrete face-to-face setting, they are in a 
virtual face-to-face setting sometimes as their real selves, as in a FaceTime 
call, and sometimes as whatever image they portray via an avatar or other 
virtual presentation of self. Thomas (2007) states, “Real emotions and 
bodily reactions are intimately connected with communication, whether 
online or offline. Real people, experiencing real reactions are involved in 
cybercommunities and online interactions” (pp. 9-10). Other research dem- 
onstrates the influence that cyberbullying can have on suicidal behavior 
(Nikolaou, 2017; Rodelli, De Bourdeaudhuij, Dumon, Portzky, & DeSmet, 
2018), suggesting that cyberrelationships are an important area for assess- 
ment in clinical practice with teens. One example of this importance may 
be taken from a tragic incident in which a young girl died by suicide after 
she had experienced unrelenting cyberbullying (Maag, 2007). This tragedy 
and other Internet exploitations that wreak havoc on the lives of youth and 
their families paint a dangerous picture of this media form. 

Cyberspace also positively influences the lives of youth (Dyer, 2018). 
For example, for “youth who identify as a minority, due to ethnicity, race, 
gender identity, or sexual orientation, online experiences may carry greater 
weight, as a venue to explore their identity within a mainstream culture 
that may not have varied representations of their culture or experience” 
(Mayhew & Weigle, 2018, p. 270). Mayhew and Weigle (2018) addition- 
ally suggest that youth with majority social identities (e.g., White youth, 
heterosexual youth, cisgender youth) may have their horizons broadened 
beyond stereotypes via social media that portray minority groups in more 
nuanced and full-storied ways. 
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Loader (2007) discusses the positive ramifications of cyberspace on 
the political, civic, and community engagement of young people. Thomas 
(2007) interviews teens about their cyber-experiences and provides exam- 
ples of how they build cyberspace communities and learn social-emotional 
skills as a result. She describes a role-playing cybercommunity created by 
an international group of 13- and 14-year-old teens. Role playing via the 
Internet requires writing skills, and Thomas notes the support that teens 
can give each other by commenting and being open about their emotional 
reactions to their peers’ writing. The youth also work out conflicts that 
develop as a result of online role playing. For example, one member of a 
cybercommunity aptly handled a conflict when they asked to review all the 
poetry at the site to ensure it was “G-rated before [their poem] went public” 
(Thomas, 2007, p. 108). Other members were upset with this youth for not 
trusting that their peers could self-censor the content of the poems. Another 
teen discussed the tears they shed and community mourning (virtual hug- 
ging) that occurred when another teen was thought to have died in a car 
accident and the subsequent cybercommunity relief when the teen’s brother 
announced the youth had only suffered a broken arm and ribs (Thomas, 
2007). Thomas’s interviews also indicate that teens are well aware of the 
fact they are changing their identities in cyberspace. As one teen noted, 
“You have to change the way you are depending on which space you’re in 
at any given moment. Although I am always ‘me’ underneath, I present my 
words and actions very differently depending on what space or place or 
window or whatever you like to call it, that Iam in” (p. 43). In this sense, 
teens are regulating their “presentation of self” (Goffman, 1959) in ways 
that they often do in the nonvirtual world, such as the way they might talk 
with their teachers and parents as compared to their friends. 


Body Image and the Media 


Media messages play a role in the body image of adolescents. From a 
binary, cisgender perspective, research on media influences on body image 
suggests that sexualized media images of girls and women are associated 
with a standardized view of women as primarily objects of sexuality for 
men (Peter & Valkenburg, 2007; Ward & Freidman, 2006) and objectified 
assessments of one’s own image (Graff, Murnen, & Smolak, 2012). 
Messages about what constitutes the ideal body are culture bound 
such that teens from different ethnic and racial backgrounds may experi- 
ence the impact of the media differently. African American youth in one 
study voiced their view that the images of African American characters in 
the media are sexualized and degrading (Adams-Bass, Bentley-Edwards, & 
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Stevenson, 2014). Youth in this study noted many images of African Ameri- 
can women in the media as angry, with one youth stating, “We are por- 
trayed as angry black women too often” (Adams-Bass et al., 2014, p. 93). 
The same youth in this study also pointed out that media characterized 
African American women as caretakers, especially of White people. While 
there were some media images of African American women that the youth 
in the study deemed to be strong, they felt that these images were few and 
far between (Adams-Bass et al., 2014). The youth noted that this lack of 
media portrayals of African American women as strong was in direct oppo- 
sition to the positive messages they received in their families and communi- 
ties (Adams-Bass et al., 2014). 

Entman (2006) reports on the pervasive and inaccurate media ste- 
reotypes of young men of color as violent, hypersexual, and criminal. He 
points out that these derogatory and untrue images of young men of color 
perpetuate both individual and structural racism (Entman, 2006). When 
men of color are represented in the media in a positive light, such as in roles 
as competent businessmen and leaders and as supervisors of White employ- 
ees, they are often portrayed as distant from and unaffiliated with their 
peers (Entman & Rojecki, 2000). Entman states that “as suggested by the 
stereotype threat phenomenon, both [positive and negative media images 
of men of color] impose costs on young men of color’s self-image, identity, 
and life chances” (2006, p. 21). 

From a binary gender perspective, media play a powerful role in 
how girls and women view their bodies, related standards of beauty that 
can lead to negative body image and eating disorders (Groesz, Levine, & 
Murnen, 2002; Levine & Murnen, 2009). While concerns about body 
image have long been considered a female issue (Ricciardelli & McCabe, 
2003), research indicates that media and other social factors also influ- 
ence adolescent males’ body image as well (Baird & Grieve, 2006). There 
is, however, a binary gender difference in response to media images of the 
ideal body. In general, teenagers who identify as girls tend to be influenced 
toward making their bodies thinner and those who identify as boys tend 
to wish for larger muscles. Pressures to present and obtain a particular 
body type are related to body dissatisfaction among youth (McCabe & 
Ricciardelli, 2003). Research demonstrates that media images presenting 
an “idealized thin woman” foster lowered self-esteem and body-esteem as 
well as body dissatisfaction among those who identify as women (Bartlett, 
Vowels, & Saucier, 2008; Groesz et al., 2002). Similarly, media images of 
an “idealized muscular man” can promote lower self-esteem, lower body 
esteem, and body dissatisfaction among individuals who identify as men 
(Bartlett et al., 2008). Body dissatisfaction has been noted as a catalyst for 
future eating disorders that require mental and physical health treatment 
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(as discussed in Chapter 2), making assessment of body image and satisfac- 
tion an important element in clinical work with youth (Gentles & Har- 
rison, 2006). 

In summary, research supports the idea that adolescent body image 
is affected by media pressures to attain and maintain stereotypical body 
types (Ata, Ludden, & Lally, 2007). A longitudinal study indicates that 
adolescents are susceptible to body-image messages from the media and 
that the effects of these messages increase over time as the youth move 
through adolescence. While these influences are more potent for those who 
identify as girls than boys over time because boys’ concern with body image 
fades as they age, while girls’ does not (McCabe & Ricciardelli, 2005), the 
assessment of media influence on all youth is important. 


Sexuality and the Media 


Media aimed at teens provide an abundance of sex- and sexuality-related 
material related to heterosexual, binary gender relationships. For example, 
83% of youth-focused programs include portrayals of sex and sexuality 
(Kunkel et al., 2003, as cited in Epstein & Ward, 2008). Additionally, 
44-76% of music videos contain similar content (Ward, 2003). Media are 
also a source of pornography that youth access, many times in search of 
information about sex and sexuality; this topic is covered fully in Chapter 
16. One important point is that media content about sex and sexuality is 
aimed at heterosexual, cisgender messages. 

Teens are curious about sex, and age-appropriate images related to 
sexuality do not have to be a negative element in their lives. The caution 
lies in teen claims that their peers and the media have a greater impact than 
parents on their understanding of sex. When teens and parents view media 
with sexual content together and are able to talk about the content, then 
parents can mediate these messages and transmit the values about sex they 
deem appropriate for their adolescents. In fact, about 30% of teens between 
the ages of 15 and 17 years indicate that they approach their parents about 
sexuality as a result of television exposure to sexual content (Kaiser Family 
Foundation, 2002, as cited in Collins, Elliott, Berry, Kanouse, & Hunter, 
2003). Hence, parents are not powerless over the media messages that their 
teenagers receive. However, in order to be part of the conversation about 
these messages, parents need to be viewed as approachable (as discussed 
in Chapter 6) and open to their teens’ questions about sex and sexuality 
(which will be discussed in Chapter 16). 

From a binary gender perspective, 51% of late-adolescent boys report 
that they learned information about birth control, AIDS, and sexually 
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transmitted infections (STIs) from their parents and friends, while 96% 
of them indicated that they learned about these subjects from the media 
(Bradner & Lindberg, 2000). Other notions about sexuality are also influ- 
enced by the media, including attitudes condoning sex outside of ongoing 
relationships as well as their perception of the age-old view of women as 
sexual objects (Ward & Friedman, 2006; Zurbriggen & Morgan, 2006). 
Youth who identify as boys described the top messages about sex from the 
media as including “Sex is fine anytime, anywhere, for any purpose”; “Sex 
from one night stands is kind of common”; “Everybody is having sex”; 
and “Sex is popular/cool” (Epstein & Ward, 2008, p. 121). Other ideas 
about sex and sexuality were also gleaned from the media, but with less 
frequency than those just listed. Some of these other attitudes range from 
the notion that “finding and being in a relationship is the best way to fit 
in” to “Women who have sex are sluts” to “Be safe about sex” and “AIDS 
kills” (Epstein & Ward, 2008, p. 121). 

The notion, from a binary gender perspective, that ideological norms 
for the role of romance and motherhood in women’s lives influence female 
teens’ noncritical reactions to advertisements helps us understand male 
teens’ easy acceptance of media messages. They portray traditional, ideo- 
logical roles for men such as those that equate manhood with gaining as 
much sexual experience as possible or having muscular bodies. Sadly, the 
age-old binary gender schism that equates women with romantic love and 
motherhood and men as the sexual aggressors of women, who become 
sluts when they say “yes,” is alive and well in the 21st century. Some teens 
may have more enlightened attitudes about working and parenting roles 
for men and women. However, their relationships are still influenced by 
this age-old dual standard for heterosexual and binary gender roles, with 
males as sex seekers and girls as sexual gatekeepers as perpetuated in the 
media. 

Researchers have also studied responses to media messages about 
abstinence and the potential for sexual experiences to end in negative con- 
sequences (Epstein & Ward, 2008). However, study participants recall mes- 
sages about responsible sex far less often than messages about sex without 
consequences. For example, nearly 21% of male participants noted media 
messages condoning casual sex, but only 6% of them recalled messages 
about abstinence and 5% recalled messages that sex can lead to negative 
consequences (Epstein & Ward, 2008). Brown and Keller (2000) note that 
only a small percentage of television programs providing portrayals of sex 
depict situations that cover the potential risks of unprotected and early- 
initiated sex. In contrast, other studies demonstrate that more than 50% of 
teens studied report that they learned about saying “no” to sex and about 
40% learned to talk about safer sex from the content of television programs 
(Kaiser Family Foundation, 2002, as cited in Collins et al., 2004). 
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Given the messages teens get from the media, it is fair to ask whether 
the messages have an effect on behavior. Several scholars explored this by 
examining the relative influence of peers, family, school, religion, and the 
media on adolescents’ sexual intentions and behavior (Brown et al., 2006; 
Collins et al., 2004; LEngle, Brown, & Kenneavy, 2006). Collins and col- 
leagues (2004) assessed differences between teens who watch television 
shows with greater amounts of sexual content and teens who watch shows 
with less sexual content. The results indicate that adolescents who view 
television programs containing greater amounts of sexual content are more 
likely to adopt sexually advanced behaviors, including sexual intercourse, 
than the teens who watch television shows with less sexual content. View- 
ing television programs with more sexual content still stood out as a major 
influence on teen behavior, even when Collins and colleagues accounted 
for other factors that influence teens’ choices about sexual activity, such as 
parental monitoring, being religious, and having parents who would disap- 
prove. 

LVEngle and colleagues (2006) provide a few more details on how the 
media influence the intentions and actions of adolescents. They compared 
the relative influence of parents, school, religion, and the media on the 
sexual intentions (how likely it is that the teen would engage in sex over 
the next year and how likely they would do this while in high school) and 
current sexual behavior (light sexual activity and heavy sexual activity) of 
3,261 teens in the seventh and eighth grades. L'Engle and colleagues found 
that over time viewing media with sexual content and messages suggest- 
ing that sexual activity in teens is acceptable had a greater influence on 
teens’ intended and actual sexual behavior than religion (attendance at 
services, beliefs, and perception of clergy’s view of sex) and school (being 
happy at school, perception of teachers’ view of sex, and grades on a recent 
report card). When it came to peers, their study indicated that the media 
had greater effects than peers on teens engaging in light sexual activity: 
“(1) having a crush, (2) dating at least once, (3) being in a private place, 
(4) light kissing, and (5) ‘French’ kissing” (p. 189). However, peers had 
a greater effect than the media on influencing intentions to have sex and 
heavy sexual activity: “(1) breast touching, (2) vagina or penis touching, 
(3) oral sex, and (4) sexual intercourse” (p. 189). Finally, parents had less 
influence than the media on teens’ light sexual activity, about equal influ- 
ence when it came to heavy sexual activity, and stronger influence when it 
came to their teenage child’s intention to have sex (L'Engle et al., 2006). 
This research suggests that the media are an influential component in 
teens’ sexual decision making, but that peers and parents are more influ- 
ential in certain aspects of teen choices about sex. Other studies suggest 
that in the absence of peer and parental influence on sexual decision mak- 
ing, adolescents tend to look to the media to decide what other teens find 
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acceptable (Brown, Halpern, & VEngle, 2005). This view of the media as 
setting norms for behavior is similar to the earlier discussion of media as 
constituting a “parasocial” relationship (Arnett, 1995, as cited in Giles & 
Maltby, 2004; Giles, 2002). 


Risks and Benefits of the Media 


As noted earlier in this chapter, media present both benefits and risks in 
the lives of youth, even though it is all too easy to view media only as a 
harmful element. It is important for clinicians, teachers, parents, and other 
adults who connect with youth. Hence, we provide a summary of both risks 
and benefits related to media use and consumption. While the previous 
pages of this chapter have addressed many risks of media related to identity, 
body image, and racial stereotypes as well as binary gender stereotypes of 
expectations for boys and girls, there are a few more to address here. For 
example, research demonstrates that media consumption disrupts youth’s 
sleep patterns: by the amount of time spent texting during the day, engag- 
ing in media use after moving toward sleep, and being awakened in the 
night by mobile phone alerts (Fobian et al., 2016). Another study reports 
that mobile phone use after 9:00 in the evening was related to diminished 
quality of sleep and reduced capacity for actions during the day (Amra et 
al., 2017). 

Many hours of media usage for screen entertainment via TV, tablets, 
and smartphone media are associated with unhealthy food choices and 
obesity in youth. One study reports that youth who engaged in 5 or more 
hours of sedentary media consumption were 43% more likely to be obese 
and two times more likely to choose highly sweetened beverages (Ken- 
ney & Gortmaker, 2017). Other studies have demonstrated a relationship 
between media consumption and substance use. For example, Tucker, 
Miles, and D’Amico (2013) report that youth who had more exposure 
to alcohol via media in the seventh grade had a greater propensity to use 
alcohol in the eighth grade. Another study compared youth who did not 
use social media networking with those who did and found that the youth 
who used social networking on media were two times more likely to use 
marijuana, three times more likely to use alcohol, and five times more 
apt to use tobacco (National Center on Addiction and Substance Abuse, 
2011). 

In contrast to these risks of media, there are benefits. For example, 
media games that promote physical activity can foster healthy muscle devel- 
opment and heart health (LeBlanc et al., 2013; Mills et al., 2013; Trost, 
Sundal, Foster, Lent, & Vojta, 2014). Texting is also a popular tool for 
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delivering health information and assisting youth with health-oriented deci- 
sions. For example, texting has been used to transmit messages to increase 
youth’s knowledge about sexually transmitted diseases, safer sex, and con- 
dom use; thus, youth can text questions about sex to reliable and safe enti- 
ties and receive prompt answers to those inquiries (Karimi, 2013; Perry et 
al., 2012; Suoletto et al., 2013). In other good news about the benefits of 
media and networking, Web-based programs have been shown to be useful 
for youth dealing with depression, chronic fatigue syndrome, and for those 
attempting to quit smoking (Gordon, Mahabee-Gittens, Andrews, Chris- 
tiansen, & Byron, 2013; Merry et al., 2012; Nijhof, Bleijenberg, Uiterwaal, 
Kimpen, & van de Putte, 2012). 


Considerations for Assessment 


Clinical intake and assessment protocols do not typically include ques- 
tions about teens’ media activities. Therefore, the M-E practitioner needs 
to develop their own assessment strategy. Assessing the impact of the media 
on adolescents’ presenting concerns requires a bit of a backdoor approach 
because they tend to believe that they are less affected by the media than 
other peers their age (Scharrer & Leone, 2006). A backdoor approach 
includes a less formal assessment in favor of general conversation to get 
to know the teen’s interests, including the music, television, movies, maga- 
zines, and Internet sites they enjoy. If asked, some teens will share aspects 
of their social media and other media such as music with the clinician. 
Also, appropriate self-disclosure on the part of the practitioner can launch 
conversations about recent movies and television shows the teen may have 
seen. Asking a teen to describe their most liked or most disliked charac- 
ters, musicians, YouTube channels, and Instagram entries may lead to clues 
about their potential effects. For example, as a teen describes an admired 
musician or television character, the attuned clinician listens for clues about 
the teen’s “parasocial” relationship to that character (Giles, 2002). Posing 
questions to assess whether the adolescent’s friends have similar or differ- 
ent tastes allows for an assessment of how the peer group may be influenc- 
ing the meaning that the teen makes out of their media diet (VEngle et al., 
2006). Throughout the assessment, it is essential to remember that some 
teens use the media as a way to consider possible courses of action when 
interacting with peers and adults (Lloyd, 2002). Practitioners can use dis- 
cussions about media to assist with teen decisions about how to behave in 
a real-life setting. On the other hand, teens without this kind of guidance 
may be at risk for making choices that lead to trouble outside of the world 
of television and movies. 
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Case Study and Clinical Application 


In the previous sections, we discussed how the media serve a normative 
function for teens. In addition, studies show that adolescents tend to think 
that other peers, especially those who are not their friends, will be more 
affected by the media than themselves (Scharrer & Leone, 2006). These are 
concepts to consider when assessing media influences. The following case 
example provides an opportunity to examine how media have influenced 
the life of one adolescent cisgender girl. We encourage you to apply the 
content presented thus far as a means to assess her. The intervention section 
that follows will assist you in considering how you might work with the 
adolescent and her family. Questions posted after the next section provide 
an opportunity for you to apply the content on media. 

Marie is a 14-year-old Latinx girl who lives with her father, step- 
mother, and two younger half-siblings: John, age 8, and Jonas, age 7. 
Marie’s mother died from cancer when she was 3 years old and her father 
remarried when Marie was 5. Marie and her stepmother have always got- 
ten along very well, and Marie considers her to be her “real mom” because 
she barely remembers her biological mother. However, over the past year, 
Marie has become distant from both of her parents, and family arguments 
occur on a regular basis as Marie asks to do things that her parents think 
are too grown up for her. For example, Marie wanted to travel by train into 
the nearby city to go shopping with her friends and then to a movie. Her 
parents told her she could go to the local mall with her friends, but they 
didn’t feel she was ready to take the 40-minute train ride into the city with- 
out an adult. Both of Marie’s parents work, and given their responsibilities 
with regard to the two younger boys, they can’t chaperone Marie and her 
friends on an adventure in the city. None of Marie’s friends’ parents have 
the time to do this either, but they are willing to let their daughters go to the 
city on their own. As a result, Marie has been left out of many of weekend 
activities with her peers. 

At school, these same peers have started to call her a “baby” because 
she is not allowed to accompany them to the city. Recently, these same 
peers have started texting others, encouraging them to also make fun of 
Marie. Marie has not told her parents about this. Instead, after school and 
on the weekends, Marie sulks around the house, spending most of her time 
in her room surfing the Web, streaming her favorite shows and music vid- 
eos. She also spends a great deal of time either avoiding texts or furiously 
defending herself in texts to all the peers who have now started to lash out 
against those girls who are essentially cyberbullying her via text. 

Marie’s parents are not aware of the texting assault she is facing, and 
they accept her sulking and isolation in her room as just part of adoles- 
cence. However, they begin to worry when Marie’s usual B-plus average 
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drops to a C and the school social worker calls them because one of the 
other students in the texting war shared a text that Marie had recently sent 
stating that “they would all be sorry when she was dead.” 


Clinical Interventions for Media Influences on Adolescents 


Building interventions that include peers and family is important because 
they have the power to mediate media effects on youth like Marie. Youth’s 
independent consumption of media allows them to make choices outside of 
adult input. These choices can lead a youth to consume media that are beyond 
their developmental understanding and critical thinking capacity. In fact, 
although nearly 90% of youth indicate that their parents offer them guidance 
about media usage, about 30% believe their parents really do not have an 
awareness of the media venues they frequent (Rideout & Robb, 2019). 

Interventions that promote discussion among peers to unpack the mes- 
sages of the media are indicated. Peer group critiques of the messages in 
advertising can be a positive way to begin since these media may be less 
personal to teens than music, film characters, and Internet communica- 
tions. Existential-oriented interventions (Walsh & Lantz, 2007) allow for 
critique, exploration of messages, and the development of choices based on 
new meanings. Some teens will like the idea of being “smarter” than the 
advertisements, and they will then be more willing to use critical thinking 
skills to evaluate the messages in other media sources beyond advertise- 
ments. Interventions based on existential or meaning-making approaches 
are supported by theories such as symbolic interaction. These peer group 
critiques do not have to take place in formal clinical settings. In fact, school 
social workers and counselors are in a unique position to collaborate with 
teachers to create and facilitate classroom projects and discussions that fos- 
ter this kind of critique. 

Media critique projects and related discussions can be furthered 
through the use of cell phone cameras such that teens, teachers, and school 
social workers and counselors can take digital photos of local billboards 
and send them to a shared Internet site for critique and discussion. Addi- 
tionally, social media among the teens, teacher, and school social worker 
or counselor can be used to alert others to the location of local billboards 
or to a film or show they want to critique. Given the propensity for youth 
to be highly creative users of media, classroom discussions, projects, and 
reports can also be enhanced with teaching technologies such as Flipgrid 
(https://info.flipgrid.com). 

Another intervention with a focus on peer-to-peer influences is the 
development of opinion leaders, also known as peer educators and natu- 
ral helpers (Valente & Pumpuang, 2007). The use of opinion leaders to 
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promote positive behavior arises out of public health work aimed at enhanc- 
ing communitywide health behaviors, such as antismoking campaigns. 
Teens have been enlisted as opinion leaders in schoolwide prevention and 
intervention strategies (Valente & Pumpuang, 2007). Given the relative 
influence of peers over parents and that teens share access and knowledge 
of teen-oriented media, the selection of the right teens to promote aware- 
ness of media influences in the lives of their peers is important. Selecting 
opinion leaders is challenging. First, those chosen need to be teens “who 
influence the opinions, attitudes, beliefs, motivations, and behaviors of oth- 
ers” within their age group (p. 881). Opinion leaders need to be viewed as 
credible in the eyes of their peers. For example, Valente and Pumpuang 
(2007) note that problems arise when opinion leaders are not accepted by 
their peers, either because they represent an unattainable social group or 
they represent an unfavorable social group. Among adolescents, this could 
be a problem even if opinion leaders are selected as opposed to volunteer- 
ing for the role. For example, if they are chosen by adults, such as teachers, 
then it’s possible that their peers will view them as suspect, being teachers’ 
pets, and not want to have anything in common with them. If opinion lead- 
ers are selected by peer voting, then the role may be viewed as the result of 
a popularity contest, similar to prom dignitaries, and their peers will view 
them as figureheads without anything meaningful to say. 

Valente and Pumpuang (2007) provide in-depth details about 10 meth- 
ods for selecting opinion leaders and the advantages and disadvantages of 
each method. Three of those methods—self-selection, self-identification, 
and staff selection—are most feasible for adolescent populations. However, 
each has some of the disadvantages noted above. Given the cliquish nature 
of teenagers, it’s possible that different opinion leaders representing differ- 
ent groups may need to be identified. Clinicians need to keep these points 
in mind as they facilitate the selection of opinion leaders. 

While the intervention suggestions noted above are based in theoretical 
and empirical evidence, a note of caution is in order. Developing interven- 
tions aimed at group activities among peers can have negative effects if the 
peers are known for regular participation in high-risk behaviors. Dishion 
and his colleagues (Dishion & Owen, 2002) offer evidence for the exercise 
of such caution. They “suggest that social interactions among adolescents 
with a history of risky behavior—even in the presence of trained modera- 
tors—can have the unfavorable effect of creating a kind of ‘deviancy train- 
ing’ producing, in some circumstances, short-term and long-term increases 
in risky behavior” (Dishion, Poulin, & Burraston, 2001, as cited in David, 
Cappella, & Fishbein, 2006, p. 120). In light of this, practitioners need to 
train peer group opinion leaders to be aware of peer comments that suggest 
an interest in risky behaviors. In addition to training, practitioners need to 
be available as an occasional cofacilitator with peer opinion leaders. 
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Behavioral techniques that integrate the use of popular movies 
and shows as a means for behavioral rehearsal and decision making 
are another option for intervention. Literature that theorizes about (1) 
“parasocial” relationships via the media (Giles, 2002) and (2) behavior 
rehearsal through the media (Lloyd, 2002) provides conceptual evidence 
for this kind of intervention. However, behavioral interventions need to 
enlist teens as experts in their values so that the practitioner is not viewed 
as teaching a particular brand of morality. Teens are apt to reject such 
stances. Given this, teens may best be served when practitioners act as 
facilitators for peer-to-peer helping networks that focus on debunking 
television myths about adolescent life. One way to accomplish this is by 
creating parodies of television shows to demonstrate what really happens 
when teens make uninformed choices like those they see in the shows. 
Interventions like this can enlist the cooperation of high school drama or 
art teachers to develop teen workgroups as part of their classroom teach- 
ing. 

Interventions that include parents, older siblings, or aunts and uncles 
are also useful when it comes to media influences. Facilitating this type of 
intervention requires assessment of parent—adolescent and older sibling— 
adolescent relationships. In discussions with the parents or other family 
members, the clinician listens for their openness to discussing some of the 
issues that arise for teens as a result of viewing different kinds of media. 
For example, some parents and family members are more approachable 
than others when it comes to their adolescent children asking them about 
sexuality and body image. Given the strains that occur between parents 
and their adolescents, the choice of trusted older siblings, aunts, or uncles 
may be more fruitful in this type of intervention. It may be desirable for cli- 
nicians to assist families in facilitating these discussions. However, caution 
is again in order because all families have particular values about sexuality, 
images of people, and food-related issues. Often teens are at odds with their 
parents in regard to these values. Therefore, clinicians need to be aware 
of the family’s values and keep from being viewed as taking the side of 
either parents or teens in these potential values conflicts. In addition to the 
interventions noted here, we refer clinicians and parents to the following 
websites created specifically for this purpose: 


e The Family Media Use Plan (www.healthychildren.org/English/ 
family-life/Media/Pages/How-to-Make-a-Family-Media-Use-Plan. 
aspx) 

e Staying Safe on Social Networking Sites (www.us-cert.gov/ncas/ 
tips/ST06-003) 

e Smart Social (bttps://smartsocial.com) 

e Safe Search Kids (www.safesearchkids.com) 
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QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. Describe the psychological and behavior factors that might be playing a role in 
Marie’s current issues. What information from the case study provides clues to 
these factors? 

2. What are the recent family and peer events in Marie’s life that might be a factor 
in her current behavior at school and at home? 

3. Several intervention strategies (family discussions, use of opinion leaders, and 
peer group projects that critique the media) and ideas for implementing them 
were discussed in this chapter. Based on the issues confronting Marie, which do 
you think will be the most useful and why? 

4. Recall the types of media you interacted with as an adolescent and the film 
characters you liked and disliked. What messages do you recall in those media 
sources and film characters? Do you remember making any choices about how 
you wanted to behave as a result of those characters? Did you talk with your 
parents and family about them? Why or why not? 

5. What are the current media aimed at an adolescent audience? Become 
conversant with them, so you can understand some of what your teenage clients 
describe to you when you conduct a media diet assessment (L'Engle et al., 
2006). 


Chapter Summary 


This chapter focused on the influences of the media on adolescents, espe- 
cially how it can affect identity, body image, and ideas about and inten- 
tions for sexuality. Research shows that media and peers tend to have a 
greater influence on teens’ perceptions than their parents. However, it is 
also clear that if parents and other trusted adults are approachable, at least 
some adolescents will reach out with questions that result from these media 
influences. Additionally, cyberspace communities represent opportuni- 
ties for teens to try out different identities in ways that are not allowed 
with noninteractive media, such as streaming shows and films. Given the 
instantaneous communication allowed in cyberspace, teens are not able to 
rehearse these identities before presenting them to the public. This is riskier 
than when they imagine how they might behave similarly to or differently 
from the characters in their favorite shows or movies, before taking those 
actions in public. The theory and research discussed in this chapter suggest 
that practitioners focus on the media as an area of assessment in their clini- 
cal practice with adolescents. Suggestions for the assessment of media influ- 
ences and possible modalities for intervention were provided. In the next 
chapter, Chapter 10, we will discuss a case from all of the aforementioned 
ecological perspectives. 


CHAPTER 10 


Assessment and Intervention 
at Each Ecological Level 
A CASE ILLUSTRATION 


Julie Anne Laser, Nicole Nicotera, 
Thomas Luster, and Douglas Davies 


[eee the previous chapters, you were challenged to apply 
the protective and risk factors for assessment and intervention at each level 
of the ecological model. This chapter allows you to learn how the authors 
apply the M-E approach to one adolescent. This is an opportunity for you 
to assess the skills and knowledge you’ve gained thus far, by comparing 
how you applied the content of the previous chapters to other case exam- 
ples to how the authors assess and intervene in this case. 


Background Information 


Octavia is a 15-year-old Latinx cisgender girl in the 10th grade. She is of 
average height and weight for her age but appears more muscular than 
some of the girls her age because of her longtime participation in competi- 
tive swimming. She is the elder child of two working parents. Her brother 
Lorenzo is 13 and in the 8th grade. Her mother Maria is an elementary 
school teacher; her father Arturo has his own cement business pouring side- 
walks and driveways. A year ago, the family moved across town to a new 
house in the same school district. 
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Octavia is a good student and gets along well with her teachers and 
peers at school. She is respected by both the “jocks” and the “brains.” She 
has many friends at school in all social groups. She is frequently invited to 
the mall to “hang out” with friends. Octavia hopes to attend a prestigious 
university and knows that she will need to have an outstanding record in all 
her academic and extracurricular pursuits. She holds high expectations for 
herself, as do her parents. However, when she does poorly on an exam or 
does not uphold her usual times when swimming, she is self-critical. 

Given her positive history of academic, social, and athletic skills, the 
school social worker is surprised when her mother calls to share the follow- 
ing concerns: (1) Octavia is not associating with any same-age peers in the 
new neighborhood, nor is she inviting them over to the house like she did 
in the past in the old neighborhood, and (2) she prefers to watch television, 
listen to music, and game with people she has not met. Her parents banned 
television, music, the computer, and cell phone use on the weekends in an 
effort to get Octavia to have face-to-face interactions with them and with 
her peers. Since that time, Octavia is sullen, lethargic when doing chores, 
and has been talking back to her parents. 

Due to their long workdays, her parents have minimal contact with the 
high school. They are aware of her grades, but infrequently attend school 
conferences. Maria has to hold her own teacher conferences at the same 
time she is supposed to attend them for Octavia, and Arturo usually doesn’t 
arrive home until 7. When Octavia was in elementary school, she would see 
her mother daily since Maria taught in the same school Octavia attended. 
Lorenzo, a student in the 8th grade, still sees his mother daily at school. 
Maria and Arturo always try to attend Octavia’s swim meets, which are 
held on the weekends. 

Octavia’s parents are worried that she may be depressed or that her 
behavior could be a sign of adolescent rebellion. Octavia’s mother calls 
the social worker and explains that her daughter did not behave this way 
before the family relocated to their new neighborhood, but that was also 
before she had entered puberty. Octavia’s mother tells the social worker 
that she and her husband purchased the new house to have more living 
space, to create a home where the family could entertain, and to be closer 
to their workplaces. Octavia now takes the school bus to and from school 
each day instead of walking like she did in the past. 

Moving was a big decision for the family because in their old neigh- 
borhood they had lived near many extended family members and long- 
time friends whom they considered part of their family. Maria reports that 
Octavia tells them she prefers to stay in the house because it feels safer and 
is not so boring. When they encourage her to invite friends and her cousins 
over to the house, she refuses and stomps off to her room. Her behavior 
baffles them. They thought the new home would bring them all joy. 


Assessment and Intervention at Each Ecological Level 167 


Assessment of Protective and Risk Factors for Octavia 
Internal Risk and Protective Factors 


Octavia is blessed with internal protective factors that include good cogni- 
tive ability, good athletic ability, appropriate physical development, good 
social skills, good ability to make and keep friends, and high expectations 
for self. During the assessment phase with Octavia, the clinician will want 
to make a determination of Octavia’s self-awareness of these strengths. 
Posing questions such as “What things do you like about yourself?” and 
“What school activities do you think you do best?” will allow the clini- 
cian to assess Octavia’s verbal and nonverbal responses to being asked to 
describe her strengths. Conversely, there are a few risk factors that may 
undermine Octavia; these include being overly self-critical, needing perfec- 
tionism, and possible depression. Assessment of these internal factors may 
be a challenge since many teens are reticent to admit to strengths for fear 
of sounding conceited. They may not have the words to describe internal 
characteristics such as perfectionism. 

An ecosystem map may be useful for the assessment of Octavia’s inter- 
nal risk factors as well as her strengths. An ecomap is a pictorial depiction 
of the issues, people, places, and events that are operating in her life. The 
clinician would begin by making a circle in the middle of the page that 
would represent Octavia and then ask Octavia who are the people, activi- 
ties, experiences, places that influence her. Each person, activity, experi- 
ence, or place would then get its own circle. Octavia would next be asked 
to make a thick line (a strong connection) or a thin line (a weak connection) 
or a dotted line (a problematic connection) from her to that person, activ- 
ity, experience, or place. The ecomap would thus allow the client to offer 
a visual representation of both the supports and challenges that surround 


her. 


Family Protective and Risk Factors 


Octavia’s parents care about and are invested in her. They have high hopes 
for her future. Their support, authoritative parenting, and high expecta- 
tions for achievement have resulted in Octavia’s competent functioning in 
school, swimming, and with peers. However, the recent move to a new 
community has been difficult for Octavia. Octavia’s sense of isolation calls 
attention to the loss of a rich extended family and community support sys- 
tem in their old neighborhood. The parents’ intense involvement in their 
work is a risk factor because Octavia needs them more now. She is not able 
(or not willing) to articulate this, and her parents, while they suspect that 
the move has been stressful for her, do not give clear evidence that they 
understand its impact, or that they need to provide her with more support. 
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The change in environment creates a loss of stability for Octavia during 
a developmental transition—early adolescence—when secure attachment 
and family stability are particularly important. 

Now as a young adolescent, Octavia is living in a nuclear family iso- 
lated from other family members. It may be that neither Octavia nor her 
parents were aware how much social support, love, and security her previ- 
ous environment gave her. 

It seems clear that Octavia is reacting to the loss of daily contact with 
extended family and her familiar childhood neighborhood. Yet, Octavia’s 
mother Maria does not appear to have put this together and asks the school 
social worker for insight. Her parents are concerned about her current neg- 
ativity. At the same time, since her distress “baffles” them, one wonders 
if they are out of touch with how she currently feels and thinks. Have the 
parents asked Octavia how she feels about her new environment? Were her 
opinions about the move solicited in advance? 

Octavia is signaling her distress in a number of ways, and her parents 
want to understand her. However, the teen and parents seem to be miss- 
ing each other, rather than communicating directly. Octavia’s withdrawal 
from her parents raises the question of whether she is angry with them for 
moving but unable to express this directly. Her parents have given her a 
great deal, both in terms of encouragement and material advantages. It may 
seem ungrateful to her to directly oppose them. It also may not be cultur- 
ally appropriate to counter her parent’s decisions. It will be important to 
ask Octavia’s parents how they interpret her current behavior. It will also 
be useful to ask how conflict is handled within the family, and to find out 
whether Octavia has a model for speaking her mind when she is upset with 
her parents. 

Octavia expresses her feelings with withdrawal, sullenness, and talk- 
ing back about small issues, and this confuses and infuriates her parents. 
They respond with coercive measures—banning her from using media— 
punishing behavior rather than looking at its potential sources. Octavia’s 
behavior is common in early adolescence. However, it could be a sign that 
she is trying to cope with a real loss, as opposed to “going through a phase” 
in development. There is a risk that Octavia and her parents will get stuck 
in mutual misunderstanding of a problem that has been building. 

Octavia’s father immigrated to the United States from Mexico before 
Octavia was born, and her mother was born in the United States to Mexican 
immigrants. Maria and Arturo speak both Spanish and English at home. 
Octavia and Lorenzo are fluent in both languages. The older relatives in the 
family’s prior neighborhood all spoke Spanish and would often play Latin 
music in their homes. On warm summer nights, impromptu dance parties 
would happen in the backyards of her extended family. 


Assessment and Intervention at Each Ecological Level 169 


Given their own high levels of achievement, it seems likely that Octa- 
via’s parents have encouraged her to view her ethnic identity positively, 
but have also conveyed that as a Latinx she will have to work extra hard 
to succeed in a racist society. It is probable that Octavia has internalized 
positive identifications with her parents on the dimension of striving to suc- 
ceed. In her previous neighborhood, Octavia received a lot of recognition as 
both a successful person and a successful Latinx. Given Octavia’s apparent 
alienation from her current community, it is as if she has moved into a new 
culture, not just a new neighborhood. 

The family’s previous means of providing cohesion and support for 
Octavia was through a network of extended family and supportive friends. 
Now Octavia, Lorenzo, and her parents face a crisis of adaptation that 
they did not anticipate. The parents may be less aware of how difficult this 
transition has been for Octavia because their individual lives continue to be 
organized around their work. 

From this perspective, it is a good sign that the school social worker 
was surprised to hear the mother’s concerns. Apparently, Octavia continues 
to do well in school, suggesting that school is a source of continuity for her, 
just as her parents’ work is for them. 

The clinician should emphasize Octavia’s reactions to the loss of com- 
munity and suggest that her parents help her to make connections in the 
new neighborhood. However, their encouragement will be resisted until 
they can initiate open conversation with Octavia about what the move has 
meant to her. Clearly, Octavia’s behaviorally expressed resentment and her 
parents’ coercive reactions are transforming Octavia’s internal responses to 
loss and dislocation into a relationship problem with her parents. 


School Protective and Risk Factors 


Octavia’s school microsystem is filled with protective factors. She is a good 
student, receives good grades, and gets along with all her fellow students. 
School is a happy place for Octavia. Her only risk in this microsystem is 
that there is minimal interface between the school and the family micro- 
system. Even though Octavia appears to be successful at school on many 
levels, it is still important for the clinician to assess her school experiences. 
Since school seems to be one of the environments in which she excels, Octa- 
via may feel most comfortable talking about it. Assessment of her parents’ 
involvement in her life from Octavia’s perspective is important since she 
used to see her mother every day in elementary school. Empathy for the 
parents’ working hours will also be important in this part of the assessment 
so that the clinician can join with them in order to use the relationship to 
encourage more involvement in school as needed. 
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Neighborhood Protective and Risk Factors 


The clinician can ask Octavia to describe her old neighborhood and new 
neighborhood, listening for both neighborhood protective and risk factors. 
Octavia reports that she misses her old neighborhood because she lived 
there since she was born and had many relatives and friends nearby. After 
school she would often stop at her grandmother’s home to say hello and 
sometimes she would see her cousins there and become involved in sponta- 
neous games or activities that tend to erupt when a group of young people 
of a similar age get together. There was also a small library and group of 
shops about three blocks from her old neighborhood. She knew the shop- 
keepers, as well as the librarian, who often told her about new books that 
had arrived. She liked to run errands for her grandmother and get groceries 
for some of the older adults in her neighborhood to earn spending money. 
She also used to babysit her younger cousins who live in the neighbor- 
hood and misses doing that. She reports that she always felt safe in her old 
neighborhood because there were so many people she knew, so many kids 
to hang out with, and she liked being able to go to the library or the shops 
on her own. In comparison, she does not know any of the other teens in her 
new neighborhood. She says, “People have beautiful yards and flower gar- 
dens, but don’t spend time in them.” She reports that neighbors wave and 
smile, but they drive their cars into their garages and then she doesn’t see 
them. She says, “There don’t seem to be any other girls or boys my age in 
the neighborhood, everyone seems to have little kids or no kids at all.” She 
also tells the clinician, “There are no shops or other places that are close 
enough to walk to. Mom or Dad has to drive me everywhere I want to go. 
Once I get home from school on the bus, there is really nothing to do, but 
watch TV, listen to music, or play games. My parents tell me to invite my 
cousins and friends from school over to the house, but Iam sure they won’t 
want to come here. It’s so boring and so far away.” 

The clinician needs to assess the cultural environment of Octavia’s old 
neighborhood and her new neighborhood. It’s possible that Octavia’s old 
neighborhood had a higher percentage of Latinx in it, at least by way of her 
extended family that live there. While her new neighborhood may be cul- 
turally similar to her old one, if she has moved to an area with more White 
people than she was accustomed to, she may be experiencing racism there. 
Hence the comment that cousins and friends from her old neighborhood 
will be bored if they visit her new home. 


Media Protective and Risk Factors 


During the assessment, Octavia is open and excited to talk about the new 
Internet sites she’s discovered since spending so much more time alone. She 
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tells the clinician she found a site created for girls who want to learn the 
ins and outs of dating boys and the kinds of fashions that are “sure to get a 
girl a date.” She says, “Sometimes that site has guests such as the stars from 
a favorite television show and also a new favorite girl band.” She reports 
that she hopes to keep swimming, but will perhaps go on a diet so she can 
fit into the clothes she sees on the site that will attract boys’ attention. She 
reports that while her cousins and friends at school have experimented with 
kissing boys, she has not, but she hopes to now that she is learning how to 
attract them. 


Modes of Intervention for Working with Octavia 


Interventions for Internal, Psychological, Social, 
and Emotional Concerns 


In general, Octavia has many positive outcomes to look forward to in her 
life. Because she has excellent cognitive and athletic skills, she is able to 
make plans to be highly successful in the future. However, “putting the 
bar so high” also increases her fear of failure and lack of self-tolerance of 
any failure or setback. If Octavia is able to see only one path for being suc- 
cessful and any imperfections in herself undermine her continuing on that 
path, it causes a great deal of inner stress. The clinician should point out 
that many paths can lead to her goals. This may be done simplistically by 
asking Octavia to draw a picture of where she is now, where she would like 
to be in the future, and then discuss the multiple paths to reach those goals. 

The clinician should suggest the notion that “no one is good at every- 
thing, and that is OK!” Highly motivated girls are often unwilling to con- 
sider that some imperfections are normal and that no one achieves per- 
fection in all spheres of their life. A positive by-product of the women’s 
movement is that girls believe that they can do it all, but the pressure for 
excellence in all areas is sometimes extreme. Girls need to learn how to 
prioritize what is most important for their future and then decide on the 
steps to get there. 

Additionally, Octavia should be assessed for depression with a depres- 
sion inventory, such as the Beck Depression Inventory (BDI; see Chapter 14 
for more information). Depression should be ruled out, even though Octa- 
via’s behavior and circumstances seem to be more in line with stress due to 
perfectionism and unhappiness over her family’s move. 


Interventions for Family Concerns 


The clinician can be optimistic that a short-term intervention will probably 
be effective because of Octavia’s and her parents’ high levels of functioning 
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and care for each other. Given the apparent absence of a history of men- 
tal health issues or significant relationship difficulties, the clinician may 
be able to apply a problem-solving approach focused on helping Octavia’s 
parents understand her perspective. Separate sessions with Octavia and the 
parents would be a beneficial way to begin. Then these separate sessions 
can be followed with some family sessions. Interventions should focus on 
trying, in a nonjudgmental manner, to help the parents see Octavia’s view 
of the changes in her life, and to rally her parents to provide empathy, 
understanding, and increased support. 

A major concern is that the parents do not seem to understand why 
Octavia is distressed. If they can convey that they understand why mov- 
ing to a new community has been difficult for her, this will help repair the 
relationship and reduce family conflicts. Furthermore, it will help Octavia 
experience her parents as being on her side and disengage from her current 
oppositional struggle with them. 

Specific interventions with the parents might include the following: 


e Frame the central issue and ask the parents to consider it with an 
opening statement like this: 


“Octavia seems to have been thrown off by moving away from the peo- 
ple and the community she had always known and where she felt sup- 
ported. In the long run, the move hopefully will turn out to be a good 
thing, but up to now she feels it’s more of a loss than a gain. I got the 
impression she doesn’t want to disappoint you. But she’s showing you 
she’s unhappy with her moodiness and insolent behavior, and that is 
affecting her relationship with you. I don’t believe she wants that, but 
she seems stuck in the problem. I have some ideas about what you can 
do to help her.” 


e Encourage the parents to explore possible differences between 
their goals and Octavia’s needs. The move to a new neighborhood may 
symbolize for the parents their own success and competence and is a 
source of pride. They have worked hard to provide their daughter and 
son with a materially secure life that may not have been part of their own 
experiences growing up. But for Octavia, the move symbolizes loss of 
community. To help the parents consider Octavia’s perspective, it would 
be helpful to ask them to reflect on their personal adjustment to the new 
neighborhood. Have they made friends? Do they interact regularly with 
neighbors? Are there ways in which they miss their old neighborhood? 
Their responses to these inquiries might help them better appreciate 
Octavia’s sense of isolation. In the context of this discussion, Octavia’s 
increased gaming and cell phone usage could be reframed not just as 
typical adolescent behavior, but as an attempt to remain connected with 
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friends, and, metaphorically, to re-create a sense of community that she 
feels she’s lost. 


e Encourage the parents to imagine Octavia’s experience of the tran- 
sition from her old neighborhood. Does she miss spending time with her 
cousins and longtime friends? Who and what does she miss? How does 
she feel as she rides the school bus from and to her new home? What does 
she experience on the bus? Is she being bullied? Is she being ignored? Has 
she held herself aloof? Has she been taunted with racist remarks? Does she 
identify with people she sees in the new neighborhood? When she arrives 
home, is she alone until her parents come home from work? Does she feel 
at loose ends or lonely, compensating with media involvement? Her parents 
want her to connect with peers in the new neighborhood, but how have 
teens there responded to her? Has she received invitations from them? 


e Perhaps Octavia’s parents could identify with their daughter’s situa- 
tion if they reflected on their experiences as Latinx negotiating a predomi- 
nately White professional world. What have they had to learn to do that 
successfully? How have they coped with coworkers’ and bosses’ percep- 
tions and misperceptions of them? By analogy, what challenges is Octavia 
facing in her new community, especially in terms of peer relationships? 
Octavia’s parents probably have a lot to teach her about how to function 
well as a minority person in a majority world. 


Following these sessions aimed at helping the parents develop insight 
into Octavia’s perspective, the clinician can shift to family sessions in which 
parents and adolescent would be guided to share perspectives, improve 
communication, articulate their love and support of each other, and repair 
their relationships. 


Interventions for School Concerns 


The school microsystem is an area of success for Octavia. There are few 
changes that need to be made in this venue. The only area that could use 
improvement is better parent-school interface. Perhaps the school could 
offer more flexible hours for parent-teacher conferences or stagger confer- 
ences for elementary and high school students on different days. 


Interventions for Neighborhood Concerns 


Octavia is suffering from a change in residence that has taken her away from 
longtime friends and a supportive extended family network. This move has 
also decreased the amount of independence and sense of responsibility she 
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had developed in her old neighborhood. These changes have come during ado- 
lescence, a time when most young people crave greater independence and a 
sense of being viewed as a contributing member of the family and community. 

The clinician should work with Octavia, her parents, and the school to 
explore ways in which Octavia can continue to grow the skills needed for 
greater independence as well as ensure the continued support from extended 
family members and friends in her old neighborhood. For example, since 
there are many young children in the new neighborhood and Octavia has 
good babysitting skills, she is in a prime position to babysit for her neigh- 
bors. This will also allow her to earn spending money like she did in her old 
neighborhood. The key for the clinician is ensuring that Octavia and her 
parents are in agreement with this idea before beginning the steps to make 
it happen. Additionally, the clinician will work with Octavia’s parents to 
make sure they become acquainted with their neighbors who will need to 
recognize Octavia as a trusted and responsible young woman before they 
ask her to babysit their children. Octavia will also need guidance in gather- 
ing references from the aunts and uncles she has babysat for and in deter- 
mining a reasonable fee for her services. This intervention can assist Octavia 
in regaining some sense of independence and responsibility in her commu- 
nity. The clinician’s role in this intervention is to serve as coach and advisor 
to the family so they can put a plan into action. Coaching and advising are 
important in this intervention as they will enable the family to develop a 
plan that is congruent with their values and aspirations for Octavia. 

In addition, the clinician needs to work with Octavia and her parents 
to ensure that she stays connected to her longtime friends and extended 
family. For example, there may be some days of the week when Octavia 
and Lorenzo can walk with their cousins and friends from school to the 
old neighborhood and then be picked up by their mom or dad after work. 
They might make this a Friday event, so they can spend the night with 
their grandmother or other relatives. This second option will also benefit 
the parents: They will not feel rushed to pick up their children after a busy 
workday, and it could give them a chance to spend some time together as a 
couple. The clinician thus serves in the role of facilitator of family discus- 
sions about how to build a plan that will allow Octavia to stay connected 
to important social and emotional resources. In this capacity, the clinician 
may additionally assist in resolving conflicts that occur between Octavia 
and her parents, or between the parents as a couple, as they develop a plan 
to support Octavia’s needs that fits with the family’s other needs. 


Interventions for Media Concerns 


Octavia has turned to the media to fill the void left by the loss of consistent 
contact with relatives and friends in her old neighborhood. The first line of 
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intervention is for the clinician to gain a better understanding of Octavia’s 
values about being a young woman, what it means to attract and kiss boys, 
and the broader social context around fashion and the kinds of statements 
it can make about her. Additionally, the clinician needs to learn about the 
messages Octavia is getting from the media. Some of these messages may 
not be in line with her parents’ values and aspirations for her. Therefore, 
the next line of intervention is for the clinician to facilitate a family con- 
versation about the media that Octavia is excited about. First, the clinician 
facilitates a conversation between Octavia and her parents, so she can share 
the hopes and aspirations she is developing from messages in the media. 
The clinician may also need to meet with the parents to talk about typical 
teenage development and impress upon them the importance of family con- 
versations about values related to Octavia’s exploration of being attracted 
to boys and wanting to kiss them. 

The clinician needs to encourage the parents to stay involved in Octa- 
via’s life and her choices now, as opposed to waiting until she does some- 
thing that is unacceptable to the family. If Octavia is willing, during a ses- 
sion, the clinician may want to have her introduce her parents to the sites 
she is visiting. Depending on the parents’ reactions to this, the clinician 
may need to coach them in accepting that Octavia is maturing and in set- 
ting limits that are in line with their values, but that keep them connected 
to her. Additionally, the clinician will want to assure the parents that Octa- 
via’s interests are part of regular development that they will want to be 
present for, so they can monitor her activities and help her learn to make 
healthy choices. Finally, because Octavia has close ties with her extended 
family, there may be an older cousin whom her parents trust who might 
serve as a mentor for Octavia as she navigates this new territory in her 
identity development. The clinician’s role is to serve as a facilitator to help 
the family arrive at a plan that is consonant with their values and needs as 
Octavia matures. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. Describe the internal protective and risk factors that play a role in Octavia’s 
current issues. What information from the case study provides clues to these 
factors? Propose an intervention for Octavia at the internal level and describe how 
you would implement it. 


2. Describe the family protective and risk factors in Octavia’s life that play a role 
in her current behavior at school and at home. What information from the case 
study provides clues to these factors? Propose an intervention for Octavia at the 
family level and describe how you would implement it. 


3. Octavia’s interactions and behavior in school suggest many protective factors. 
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What are these factors? What steps would you take to verify these protective 
factors? What risk factors could be present, and how would you assess for them? 
If an intervention at the school level becomes necessary, what would you do? 
How would you implement it? 


4. What questions should the clinician ask Octavia to determine whether her actions 
and issues are influenced by neighborhood-level protective and risk factors? 
According to the case illustration, what are the protective and risk factors in 
Octavia’s old neighborhood and in her new neighborhood? 

5. What role does gaming play in Octavia’s current concerns? What protective and 
risk factors does gaming pose for her? How would you assess for these, and what 
kind of intervention might be warranted at this time? 

6. Work with a group of your peers to create a role play in which one of you plays 
the role of the clinician and interviews Octavia and her parents about the details 
in the case illustration. Engage the “family” in creating an ecomap to display the 
multiple systems that influence Octavia and her family. Be sure to note which 
aspects of the ecomap represent protective factors and which aspects represent 
risk factors. Have another peer observe the role play and keep track of the 
spontaneous questions the “clinician” asks in the interview. When the interview 
is complete, discuss the process with your peers. How can you apply this 
multisystemic—ecological approach in your practice? 


Chapter Summary 


This chapter provided a case example and the manner in which the authors 
would proceed with assessment and intervention at varying levels of the 
ecological model. Given that each adolescent client and their family will 
present with regional and cultural differences, clinicians are cautioned to 
remember that assessment and intervention methods must be tailored to fit 
the needs and specific cultural backgrounds of the teens and families they 
serve. The next chapter, Chapter 11, will discuss trauma from an ecological 
perspective. 


PART Ill 


CLINICAL INTERVENTIONS 
TO SUPPORT ADOLESCENTS 


CHAPTER 11 


Trauma from an Ecological Perspective 


Vouk may have experienced issues in their past that they are 
currently reliving in their present. These painful memories may get in the 
way of their successfully negotiating their journey into adulthood. It is 
important for you, as a practitioner working with youth, to understand 
how their negative past experiences may impact their present and future. 
Many internalizing and externalizing behaviors that youth exhibit and 
cause them to get in trouble are often symptoms of a traumatic event they 
experienced. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and trauma. Considering the implications for this case within 
the context of the risk factors, theory, assessment, and intervention strat- 
egies presented in the following pages will prepare you to assess and sug- 
gest interventions for this case study as it is developed in further detail at 
the end of the chapter. 


From an early age, Manuel was hit by his mother Laura when he was not 
quick enough to follow her orders or did not follow her rules. His mother 
often yelled at him as well. His father Roberto worked long hours at a 
factory and was not aware of the harsh treatment Manuel was receiving 
from his mother. Manuel has a sister Jenny, who is 10 years younger than 
Manuel and is never punished by her mother. Jenny can do no wrong, and 
Manuel can do no right in Laura’s eyes. Manuel is now 17 years old and 
a junior in high school. He is quiet and has few friends. He sometimes 
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spends time with his male cousins. He is frequently angry and smashes 
walls or doors when that anger envelops him. 


What Is Trauma? 


Judith Herman, a pioneering leader in research and clinical work with 
trauma clients, explains that “to study psychological trauma is to come face 
to face both with human vulnerability in the natural world and with the 
capacity for evil in human nature. To study psychological trauma means 
bearing witness to horrible events” (Herman, 1992, p. 7). Trauma is the 
natural outcome for a very unnatural experience. Traumatic outcomes 
encompass a wide variety of experiences: domestic violence/interpersonal 
violence, physical abuse, sexual abuse, assault, violence directed at the indi- 
vidual, school shootings, combat, accidents, terrorism, human trafficking, 
genocide, natural disasters, neighborhood violence, near death experiences, 
death of a caretaker, repeated bullying, directly witnessing others’ experi- 
ence of any of these circumstances, learning that a traumatic event(s) has 
occurred in the life of a close family member or close friend, and experiencing 
repeated or extreme exposure to traumatic event(s) (such as first responders 
after 9/11 or nurses in an ICU working with COVID-19 patients). In each 
of these circumstances, we say that the individual has experienced post- 
traumatic stress. 


Posttraumatic Stress 


Posttraumatic stress includes symptoms of emotional numbing, overac- 
tive startle reflex, hyperarousal, lack of impulse control, reexperiencing 
the trauma event, intrusive thoughts, dissociation, insomnia, distressing 
dreams, impaired memory, avoidance of internal or external reminders of 
the event(s), distorted blame, and emotional explosiveness (Laser & Ste- 
phens, 2011). During the traumatic experience, these adaptations may be 
effective for staying alive or being able to endure the experience. However, 
after the traumatic event(s), they can become self-destructive (Laser & Ste- 
phens, 2011). 


Comorbidity with Posttraumatic Stress 


There may be many other mental health issues and behaviors that co-occur 
with posttraumatic stress. They include depression, anxiety, substance 
abuse, suicide/suicidal thoughts, domestic violence/interpersonal violence, 
risk taking, road rage, purposefully fighting with others, legal issues, 
overworking, overeating, inability to control anger, rage, panic attacks, 
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traumatic brain injury (TBI), avoidance of social interactions, withdrawal 
from supportive friends and family, and rumination over what has hap- 
pened (Laser & Stephens, 2011). 


Risk Factors and Protective Factors Associated 
with Trauma Outcomes 


We are often unable to predict, prevent, or avoid experiences that create 
trauma. Thus, as humans, we will inevitably face traumatic experiences in 
our lives. How we cope with these traumatic experiences and become more 
resilient and less vulnerable to them is by reducing risk factors and increas- 
ing protective factors associated with the trauma. If we are unable to do so, 
it is more likely we will have residual effects of these traumatic experiences 
and need clinical therapy to return to healthy functioning. 


Individual Risk Factors 
Negative Coping Style 


Individuals who have a fatalistic coping style frequently have more diffi- 
culty when they experience trauma (Laser & Stephens, 2011). Additionally, 
self-blaming coping strategies do not support growth and resilience after 
the traumatic event (Laser & Stephens, 2011). 


Injuries 


Injuries caused by the traumatic event, especially injuries that persist or are 
painful, increase the likelihood of greater vulnerability (Laser & Stephens, 
2011). The injury creates a constant reminder of what has happened to the 
individual and often impedes movement forward because the individual 
constantly reexperiences the pain and suffering of the traumatic event. 


Childhood Emotional Problems 


Childhood emotional problems such as panic disorder, depression, dysthy- 
mia, and anxiety contribute to increased difficulty coping with a traumatic 
experience (Laser et al., 2019). Because the individual struggles with issues 
of depression and anxiety, they have fewer tools to work through the cur- 
rent trauma. Therefore, it is extremely important for youth with depres- 
sion and anxiety to be seen clinically (see Chapter 14); otherwise, a vicious 
cycle will continue to self-propel between depression and/or anxiety and 
trauma. 
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Earlier Traumatic Experiences 


Prior traumatic exposure or prior posttraumatic stress disorder (PTSD) 
decreases the ability to cope with a current traumatic event (Laser et al., 
2019). Sadly, those who have experienced prior abuse are more likely to 
have multiple victimizations (Barnes et al., 2009; Finkelhor, Ormrod & 
Turner, 2007, 2009; Finkelhor, Omrod, Turner, & Hamby, 2005; Lahav & 
Elklit, 2016; Laser et al., 2019). 

As discussed in Chapter 4 on resilience, the accumulation of risks 
makes resilience more difficult to obtain. Clinically, we call the accumu- 
lation of traumatic exposure, and its effects on the individual, complex 
trauma. Complex trauma refers to the effect that a current traumatic expe- 
rience has on earlier traumatic experiences. Thus, it becomes the “peeling 
of the onion” from more recent traumatic experiences to earlier traumatic 
experiences. For instance, it is very likely that an individual who has been 
trafficked was sexually abused earlier in their life (Laser-Maira, Peach, & 
Hounmenou, 2019), so clinical therapy needs to not only work through the 
current event, but also attend to the earlier event(s). 


Severity and Duration of Trauma Exposure 


An individual who is exposed to trauma over a longer period of time, or 
at greater magnitude, is at greater risk of developing symptoms of trauma 
stress (Laser & Stephens, 2011). Additionally, if the traumatic experience 
is committed by a trusted individual (e.g., domestic violence/interpersonal 
violence) or caretaker (e.g., physical abuse or sexual abuse), the effects of 
the trauma will be felt more profoundly (American Psychiatric Association, 
2013). 


Family Risk Factors 
Family Dysfunction 


Families that are more dysfunctional have a more difficult time providing 
support when it is needed (Laser et al., 2007a, 2007b; Laser, Petersen, et 
al., 2019). If the family is always in chaos, their ability to come together 
in a time of crisis is sometimes stunted. Thus, as discussed in Chapter 6, 
healthy family functioning is paramount to a youth’s successful navigation 
into adulthood. Therefore, parenting classes and family systems therapy 
help inoculate the adverse effects of trauma in the future. 


Parental Separation or Death 


Parental separation or death exacts a toll on youth who experience trauma 
(Laser et al., 2007a, 2007b; Laser, Petersen, et al., 2019). As discussed in 
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Chapter 6, parent(s) are needed to support the mental health of their youth. 
With a parent’s loss, the youth loses an important “sounding board” in 
their life and their ability to cope may be negatively impacted. 


Family Psychiatric History 


Living in a family that is affected by mental health issues makes it more 
difficult for the youth to secure needed family support (Laser et al., 2007b; 
Laser, Petersen, et al., 2019). Similar to what happens when living in a 
chaotic family, the mental health issues of other family members often take 
precedence over the traumatic event the youth has experienced. Thus, it 
is important for the clinician, when dealing with families where there is a 
history of mental illness, to help the youth find mentor(s) outside the family 
and to support family members seeking and continuing in mental health 
services. 


Environmental Risk Factors 


There are many environmental risk factors that put individuals more at 
risk to trauma exposure. Low socioeconomic status, lower levels of edu- 
cation, minority racial/ethnic status—all these factors increase the odds 
of experiencing trauma (Laser et al., 2019). The effect of being in more 
dangerous environments and having fewer resources to protect themselves 
from negative events occurring increases the odds of experiencing trau- 
matic events. Thus, supporting issues of social justice is a trauma-informed 
response. 


Individual Protective Factors 
Easy Temperament 


Easy temperament increases the ability of the individual to cope with trau- 
matic events (Laser et al., 2007a, 2007b). Chess and Thomas (1992, 1996) 
articulate that the style in which a child performs certain behaviors is indic- 
ative of their temperament. Such styles of behavior are visible shortly after 
birth and are, at least in part, innate to the individual and long-standing 
throughout life. Chess and Thomas (1992, 1996) discuss three particular 
types of temperamental style: difficult, slow to warm up, and easy. Chil- 
dren with a difficult temperament are characterized by negative responses 
to new stimuli, difficulty in adapting to change, being prone to tantrums, 
irregular eating and sleeping patterns, and the inability to be easily soothed. 
Slow to warm up children are described as being withdrawn, having a low 
activity level, and a general wariness of new stimuli or changes. Children 
who possess an easy temperament are very adaptable to new situations and 
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changes in foods, routines, and people. Children with an easy temperament 
are characterized by a general cheerfulness of personality and a sunny dis- 
position. Thus, an easy temperament gives that individual more ability to 
cope with a negative event. 


Optimism/Hopefulness 


A sense of optimism and expectation that the future will be positive sup- 
ports growth after a traumatic event. One’s way of explaining a traumatic 
event and sense of hope create either optimistic or pessimistic expectancies 
about the world and the future (Seligman 1995, 1998). Additionally, the 
individual’s explanatory style is extremely important to how the event is 
perceived and remembered (Seligman 1995, 1998). Furthermore, a sense 
of hope determines one’s outlook for the future. These positive expectan- 
cies about the future can actually predict behavior by creating more opti- 
mistic or pessimistic paths into the future (Gillham, 2000). Expectations 
that the individual has power and can regain control lead to “persistence, 
coping, and resilience from depression and physical health problems” (Gill- 
ham, 2000, p. 3). Thus, the ability to maintain optimism and hope creates 
within the individual the expectancy that optimism and hope will prevail 
and because of that, they do. 


Spirituality/Faith/Sense of Purpose 


It has been found that many youth, regardless of their exposure to formal- 
ized religious education or a particular religious sect, have a spiritual sense 
that they turn to in times of need or loneliness, and that many youth find 
solace, companionship, direction, and strength in their relationship with 
God (Coles, 1990). A sense of spirituality give youth a sense of hope for the 
future when they experience traumatic events (Wang et al., 1994). 

It is a belief in many formalized religions and in attaining greater spiri- 
tuality that the burdens or obstacles individuals face give them an oppor- 
tunity to strengthen their relationship to God or a higher power. Resilient 
children acquire a faith that their lives have meaning and that they will be 
able to control their fate (Werner, 1994). Furthermore, it is believed that 
God or a higher power gives greater protection and solace in times of more 
intense difficulty. This proximity to God or a higher power strengthens 
the individual’s resolve to endure the hardship, because they feel no longer 
alone and believe their suffering has some purpose. 

This sense of spirituality is due to youth’s being on a quintessential 
pilgrimage (Coles, 1990). Youth are on a great journey to adulthood where 
they continually ask themselves what the future holds, what life means, and 
what their purpose is (Coles, 1990). The profundity of these questions and 
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answers naturally also develop the spiritual self (see Chapter 2) that sup- 
ports greater resilience when experiencing traumatic events. 


Family Protective Factors 
Positive Relationship with Parent 


A positive relationship with parent(s) prior to a traumatic event supports 
greater resilience in the face of it (Laser et al., 2007a, 2007b). A close rela- 
tionship to a caring parental figure creates more successful outcomes for 
the youth. Bronfenbrenner (1979) suggests that every developing person 
needs at least one individual who will love them unconditionally through 
the good or bad times. Thus, again stated, it is important for all of us 
working with youth to try to improve, whenever possible, the quality of 
the parent-youth relationship so that a supportive relationship can be fos- 
tered and maintained. 


Sense of Family Belonging 


Families that are warm and cohesive are very important for positive out- 
comes (Brooks & Goldstein, 2001; Burton & Jarrett, 2000; Werner & 
Smith, 2001). Furthermore, a family does not need to necessarily have the 
traditional organization of a mother, father, and children to create that 
sense of belonging. The important ingredient is the caring, responsive 
adult. In a retrospective study, Hjelle, Busch, and Warren (1996) found 
that young adults raised in a family that was emotionally warm, accepting, 
and nurturing tend to hold an optimistic view of the world. 

In times of great adversity, the physical proximity of the parent helps 
buffer the effect of any problems in the environment. The maintenance of 
the family to partake in simple routines like meals and household tasks has 
been found to contribute to resilient outcomes in times of stress (Burton 
& Jarrett, 2000). Furthermore, the continuation of certain family rituals, 
like celebrating birthdays and other important life events, helps buffer the 
stress that is external to the family (Howard, Dryden, & Johnson, 1999; 
McCubbin & McCubbin, 1988; McCubbin, McCubbin, Thompson, & 
Thompson, 1998). This ability to buffer youth during dire experiences is 
fundamental to not only their survival but also their success. 


Positive Parental Values Imparted to Their Youth 


Optimistic beliefs can be imparted from parent to youth (Peterson, 2000). 
Youth listen to not only listen parents’ explanations of events but also how 
the message is delivered (Seligman, 1995). A strong correlation between a 
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mother’s optimism or pessimism and her youth’s optimism has been found 
(Seligman, 1995). Parents who have strong enduring belief in their own 
ability to control their life impart this belief to their children (Howard et 
al., 1999; McCubbin et al., 1998). Parents’ positive values help to support 
youth during times of difficulty. 


Environmental Protective Factors 


The ability to perceive that there are resources available and individuals 
who can help in times of need is an important protective factor for traumatic 
events. Social support can be offered in the form of instrumental goods and 
services, emotional support, informational knowledge-based support, or 
informal socializing (Boger & Smith, 1986; Crockenburg, 1988; Laser & 
Leibowitz, 2009). For social support to be effective, the individual needs 
to be able to both perceive and use the social support available in their 
environment (Laser & Leibowitz, 2009). If the individual is not aware of 
the resources of social support available, or how to access them, then the 
resources are meaningless. 

In investigations of children in war zones, children who were most 
successful had a great capacity for reaching out and asking others for help 
in their moments of need, with those requests then being met with kindness 
and understanding (Garbarino, Dubrow, Kostelny, & Pardo, 1992; Luster 
et al., 2004). This skill of being able to perceive and use social support was 
fundamental to their survival. 

In less arduous environments, it has been found that resilient youth 
had a large informal network of neighbors, relatives, teachers, coaches, and 
elders whom they could turn to for support in times of traumatic events 
(Laser et al., 2007a, 2007b; Werner, 1994; Werner & Smith, 2001). These 
social supports included both having the ability to access friends and rela- 
tives, but also the knowledge and ability to access community resources and 
to take advantage of government policies that might benefit them (Laser et 
al., 2007a, 2007b; McCubbin et al., 1998; Nicotera & Laser-Maira, 2017). 
Therefore, social support is extremely important to have and to know how 
to access if a youth has experienced trauma. 


Posttraumatic Stress and PTSD Prevalence 


PTSD is the psychiatric condition associated with posttraumatic stress. 
About half of all U.S. residents will experience posttraumatic stress in their 
lifetimes, but only 6.8% will be diagnosed with PTSD (NIMH, 2017b). For 
diagnosing criteria, please see the DSM-5 (American Psychiatric Associa- 
tion, 2013). It is estimated that 5.0% of youth have been diagnosed PTSD, 
with females at a higher rate (8.0%) than males (2.3%; NIMH, 2017b). 
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From a clinical perspective, in either instance, posttraumatic stress or 
PTSD, the client often needs clinical support. 


Clinical Interventions for Trauma 
The Storm Analogy 


As a metaphor to describe the process of trauma therapy to our clients, we 
have often used the analogy of remembering being a child lying in one’s 
bed on a stormy night. Trauma therapy begins with the child lying in their 
bed hearing the sounds outside their window, the wind blowing, the trees 
creaking, the shadows in the room casting ominous silhouettes on the wall 
or on the floor. Clothes or toys piled on the floor or on shelves start to 
look like monsters. The child is overwhelmed by the sights and sounds and 
feels paralyzed, unable to leave their bed. This is what it sometimes feels 
like when experiencing traumatic stress; the individual feels overwhelmed 
by the surrounding world, they attribute danger to it, and they see the 
world as a threatening place. Everything is scary, and because of this, the 
individual isolates and does not get the support or resources they need. 
Through trauma therapy, using the same analogy, the lights in the bedroom 
are turned on, the strange shapes and sounds are understood for what they 
are, and these stimuli no longer have the power to exert so much fear. The 
clothes on the floor or the toys’ shadows are part of the individual’s story 
that no longer hinders them from being able to move about freely. They 
begin to understand their traumatic experiences as part of their life story, 
but not something that will determine who they become. The storm and the 
dark room no longer have the power to keep them isolated and removed 
from others. The storm is just a storm, it may have blown down trees or dis- 
rupted the electricity, but the electricity has been restored and new trees are 
planted that will grow and flourish. This analogy has been easy for clients 
to understand, and they, in turn, recognize the process of trauma therapy 
as an opportunity and the importance of making the journey clinically to 
a new and sunny day. 


Impediments to Trauma Therapy 


Even though many clients realize they do not feel well and need help, they 
may undermine their own ability to access support. 


Guilt 


Guilt can undermine the ability of the survivor of trauma to get the help they 
need because they may inwardly feel they do not deserve to get better. They 
may feel ashamed about what happened and how they acted or responded. 
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Feeling Undeserving 


Clients may inwardly believe they don’t deserve to feel good or happy. They 
might think that more deserving survivors should receive therapy before 
them because they have worse symptoms. 


Catatonic Behavior 


Clients may second-guess themselves and the decisions they make, creat- 
ing an inability to move forward in life. They may perseverate about the 
event(s) so that movement into action is not possible. They continue to keep 
themselves in a “holding pattern,” circling instead of beginning therapy. 


Fear 


Clients may fear that they will be judged unfavorably by family and friends, 
which might keep them from seeking treatment. They may feel others will 
judge them harshly if they ask for help. They may also fear that people will 
think them weak if they seek therapy. 


Sense of Blame 


Clients may feel that somehow they are to blame for what happened to 
them. They may inwardly believe they should be punished for what hap- 
pened, or for what they did or did not do. They may think they do not 
deserve to feel better. Sometimes during the trauma, they did things they 
cannot accept or behaved in ways that they cannot condone, and decide the 
misery they are feeling is self-inflicted. 


Sense of Moral Injury 


In the literature on military trauma, there is a newer area of study that 
investigates how traumatic events permeate an individual’s understanding 
of right and wrong and how that makes the person less able to seek help 
and more likely to continue to be profoundly affected by a traumatic event. 
It is called moral injury. Though the research has been conducted primar- 
ily with military samples, some of the findings are transferable to other 
groups, especially if they were not only victims of a traumatic event but also 
feel they had a hand in the event happening. Moral injury has been defined 
as the psychological, biological, spiritual, behavioral, and social impact of 
perpetrating, failing to prevent, or bearing witness to acts that transgress 
deeply held moral beliefs and expectations (Litz et al., 2009). Thus, a moral 
injury may keep the individual from seeking help. 
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Communicating with the Reluctant Client 


In all of these instances, we need to help the client understand where the 
negative feelings of guilt, shame, and anxiety are coming from. We also 
need to investigate if they have feelings of self-condemnation for the trau- 
matic event. These may be topics that are difficult for the client to discuss 
and process. It will take time, energy, and trust. 


Self-Assessment to Do Trauma Therapy 


As clinicians doing trauma therapy, we need to be able to sit with someone 
who speaks of the difficult things that they have experienced, witnessed, or 
participated in. We need to ask ourselves, “Can I be neutral?” “Can I hear 
about the atrocities they have experienced without being affected myself?” 
“Can I show empathy and caring?” Each of us needs to search our own 
selves for the answers, and only if we can say “yes” to those questions, 
should we proceed with trauma therapy. 


The Therapeutic Alliance 


Judith Herman (1992, 2015) has explicated the concept of a therapeutic 
alliance in trauma therapy. Herman states, “The work of therapy is both a 
labor of love and collaborative commitment” (1992, p. 147). The therapist 
needs to have a genuine sense of empathy and caring. The client needs to 
be committed to the process of recovery. These responsibilities are further 
delineated by responsibilities for the clinician and the client. 


Responsibilities of the Clinician 


The clinician provides knowledge and skills in trauma therapy (Herman, 
1992, 2015). They promise confidentiality, except when there is the danger 
of harm to self or others (Herman, 1992, 2015). The clinician listens and 
bears witness to the trauma experienced by the client; they also need to 
offer trust and safety to the client, which may take weeks if not months to 
facilitate (Herman, 1992, 2015). The clinician discusses clear boundaries 
(frequency of visits, emergency services, hotline numbers) with the client 
to support healthy growth and independence from the clinician (Herman, 
1992, 2015). 


Responsibilities of the Client 


The client needs to pay a fee for the clinician’s services (Herman, 1992, 
2015). The client needs to be willing to self-disclose (Herman, 1992, 2015). 
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They also must be reassured to tell the truth, thus working through the 
guilt, shame, and embarrassment of the traumatic event(s) (Herman, 1992, 
2015). The clinician must additionally move the client gently from trying to 
avoid pain and protecting themself to speaking honestly about what hap- 
pened (Herman, 1992, 2015). The client also needs to be assured that they 
will not hurt anyone’s feelings by telling their trauma story (Herman, 1992, 
2015). 


Herman’s Stage Model 


Herman has also created a very useful stage model that helps the clinician 
develop expectancies of how trauma therapy should evolve over time. Obvi- 
ously, all trauma therapy will not follow these stages in every instance, but 
it gives the clinician a road map for therapy. The first stage is safety. Safety 
begins by focusing on control of the body and gradually moves outward 
toward control of the environment for the client (Herman, 1992, 2015). 
The second stage is remembering and mourning. The client tells the story 
completely, in depth and in detail (Herman, 1992, 2015). The choice to tell 
the trauma story rests with the client (Herman, 1992, 2015). They should 
be asked to use all of their senses to tell the trauma story (Herman, 1992, 
2015). The third stage is reconnection. The client transitions from victim to 
survivor, remaining autonomous while simultaneously developing connec- 
tions. The client gives permission to self to trust themself and others. They 
get to create a new self and rediscover who they are. 


Briere’s Therapeutic Window 


The movement or speed of trauma therapy should always be governed by 
the consideration of an optimal therapeutic window for treatment. Briere 
explains, “This window refers to that psychological location between over- 
whelming exposure and excessive avoidance wherein therapeutic interven- 
tions are most helpful” (Briere, 2002, p. 10). Interventions that are below 
the therapeutic window, such as avoiding discussion of the traumatic event 
or only building rapport, remain in the comfort zone where little psycho- 
logical growth can happen. Interventions that provide too much intensity 
could activate traumatic responses and put the client in the panic zone. They 
could be flooded by thoughts and feelings related to the prior trauma(s). 
This could have a very negative impact on the client, making them avoid or 
discontinue services. Thus, optimally, to make strides in therapy, the move- 
ment or pace of therapy should keep the client in the learning zone, where 
growth, increased desensitization of the traumatic event, and cognitive pro- 
cessing of the traumatic event can take place are ideal (Briere, 2002). 
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Therefore throughout the session, the clinician should assess the cli- 
ent’s physical arousal (breathing rate, reddening of the face, tightening of 
the muscles of the face and hands, perspiration, anxious movement, ges- 
turing) and verbal arousal (coherence in communication, speed of com- 
munication, swearing, ability to speak or shutting down from speaking) to 
support the client’s staying in the learning zone of treatment. If the client 
seems to be entering the panic zone, then the clinician needs to back away 
from the current topic and work on the client re-centering themself (see the 
discussion of relaxation techniques in Chapter 14). It should also be noted 
that client sessions ought to be well timed, so issues that may activate the 
client are only discussed if there will be enough time for them to process 
such issues fully before the end of a session. 


Trauma’s Effects on Brain, Mind, and Body 


Traumatic experiences assault the brain, mind, and body (van der Kolk, 
2014). Thus, it is important to incorporate therapeutic techniques that sup- 
port healthy thinking and releasing the trauma that resides in the brain and 
body (van der Kolk, 2014). 


Brain and Mind Therapies 


As discussed in Chapter 3, the brain of an adolescent is not yet fully devel- 
oped until their mid- to late 20s. Thus, the assault of negative and intru- 
sive thoughts on the brain can be devastating for the youth experiencing 
trauma. There are some effective therapies that work to support improved 
cognitive functioning and restoring the equilibrium in thinking patterns. 


COGNITIVE-BEHAVIORAL THERAPY 


CBT has been found to be a highly effective therapy for working through 
trauma issues (Beck, 1995, 2011, 2021; Cohen, Mannarino, & Deblinger, 
2017; Dass-Brailsford, 2007; Foa, Keane, Friedman, & Cohen, 2009; 
Forbes, Bisson, Monson, & Berliner, 2020; Laser & Stephens, 2011; 
Mulick, Landes, & Kanter, 2005). By helping the youth reappraise their 
cognitive schema (revise their thinking patterns), as well as creating cog- 
nitive dissonance (realizing that some of their thinking may be errone- 
ous), they can improve functioning. CBT techniques are fully discussed in 
Chapter 14 of the book. An additional cognitive intervention that is also 
extremely effective with trauma is dialectical behavior therapy (DBT). DBT 
combines many of the CBT techniques with mindfulness techniques. DBT 
is also fully discussed in Chapter 14. 
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ACCEPTANCE AND COMMITMENT THERAPY 


Acceptance and commitment therapy (ACT) also uses CBT techniques and 
(along with DBT and other models) is part of what has been called the third 
wave of cognitive techniques (Hayes, 2004). The core conception of ACT 
is that psychological suffering is usually caused by avoidance and illogical 
thinking (Hayes, Strosahl, & Wilson, 1999, 2011). There are some very 
easy to remember acronyms that will help the clinician move through the 
ACT clinical process with a client. The first acronym is FEAR, which orga- 
nizes the core problems or fears a client with trauma may experience when 
they enter into therapy (Hayes et al., 1999, 2011). FEAR stands for Fusion 
with thoughts, Evaluation of experiences, Avoidance of experiences, and 
Reason giving for behavior. 

To support youth using acceptance and commitment therapy, these 
authors (Hayes et al., 1999, 2011) suggest a second acronym, ACT, to 
convey alternatives for how clients should learn to behave instead. ACT 
stands for Accept reactions and be present, Choose a valued direction, 
and Take action (Hayes et al., 1999, 2011). Not only should the client 
learn to accept what has transpired, they should make an active choice 
and consciously arrive at a decision on how to proceed to achieve greater 
mental health. 

The client moves through acceptance and commitment therapy by 
creating value-based goals for themself (Hayes et al., 1999, 2011). These 
value-based goals are organized by the acronym SMART (Hayes et al., 
1999, 2011). SMART asks a number of questions that increase the preci- 
sion of its goals. SMART stands for Specific: What actions will be taken, 
where and when? Meaningful: Is the goal in alignment with one’s values? 
Adaptive: Does the goal enhance the client’s quality of life? Realistic: Is 
the goal realistically achievable? Time-framed: When should the goal be 
achieved or in process? (Hayes et al., 1999, 2011). Acceptance and com- 
mitment therapy is useful in helping traumatized clients move through the 
clinical process. 


PROLONGED EXPOSURE 


Prolonged exposure (PE) emphasizes reducing the avoidance of reminders 
of the traumatic experience through repeatedly discussing the traumatic 
experience. In using the analogy of the child frightened by the storm raging 
outside to describe the effects of trauma, PE shines a penetrating light on 
the traumatic experience to demystify it and reduce its effect on the indi- 
vidual. Posttraumatic stress is reduced in PE through repeated exposure 
exercises (Foa, 2011). However, for some clients, the continual repeated 
exposure of discussing the traumatic event may seem extremely triggering. 
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However, when PE is done with close monitoring and in consideration of 
Briere’s therapeutic window, PE has been found to be extremely effective 
(van Minnen, Harned, Zoellner, & Mills, 2012). In fact, it has also been 
determined to be effective for reducing posttraumatic stress even when the 
comorbid conditions of dissociation, borderline personality disorder, psy- 
chosis, suicidal behavior and nonsuicidal self-injury, substance use disor- 
ders, and major depression are present (van Minnen et al., 2012). 

There are three major components to PE. The first component is psy- 
choeducation about common reactions to trauma. This normalizes the 
experience of posttraumatic stress for the client as a normal reaction to an 
abnormal experience. 

The second component is to repeatedly recount the traumatic event. 
The main feature of PE is that the clinician asks the client to tell and retell 
the trauma story over and over again until it no longer evokes an emotional 
response from them. Not only does the client tell the story repeatedly in 
therapy, they write down the story as homework and retell it daily via an 
app on their smartphone. Over time, the client literally grows tired of tell- 
ing the story and realizes it is just the story of an experience that happened 
to them, and it no longer holds the importance to trigger them as it once 
did. With the client overexposed to the story, the trauma has ceased to have 
any power over them. 

The third component is to discuss that in their current situation, the 
client remains safe from the traumatic event, with the clinician emphasiz- 
ing the emotional and physical distance they now have from the traumatic 
event. Additionally, a thorough discussion of the reminders and triggers of 
the traumatic event takes place, exploring how these reminders and trig- 
gers unnecessarily take away power from the client and give it back to their 
trauma story. This therapy technique requires both time and trust, but it 
can be a very powerful intervention. 


Body Therapies 


Because trauma affects both the mind and body, interventions that enlist 
the whole person, and not just the mind, are extremely effective in support- 
ing posttraumatic growth. 

Frequently, somatic complaints (tension, stress, difficulty sleeping) are 
present. Therefore, clinical interventions need to focus on the body and 
its possible reactions in order to help work through the trauma (van der 
Kolk, 2014). Through movement and body awareness, the brain can be 
reprogrammed on how it interprets and understands the traumatic event 
(van der Kolk, 2014). 

There are a number of nontraditional therapies that are extremely 
effective at reducing posttraumatic stress and increasing resilience and 
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well-being. One intervention we find extremely effective is experiential 
therapy, which can involve a game, an activity, a mental puzzle, time in 
nature, or a physical challenge (Laser-Maira, 2016; Laser-Maira & Nico- 
tera, 2019; Nicotera & Laser-Maira, 2017). Experiential therapy is more 
fully discussed in Chapter 12. Other effective whole-person interventions 
are meditation and mindfulness training, discussed in Chapter 5; affective 
education, discussed in Chapter 14; relaxation techniques, discussed in 
Chapter 14; and trauma-informed yoga, discussed in Chapter 17. Ideally, 
combining both mind and body techniques supports posttraumatic growth 
and resilience to the traumatic event. 


Vicarious Trauma and Vicarious Resilience 
Vicarious Trauma 


One of the perceived problems of being a clinician who engages in trauma 
therapy is how it affects us. Vicarious trauma or traumatic countertrans- 
ference is the contagious effect of trauma on the therapist (Herman, 1992, 
2015). It has been defined as “the change that occurs within the therapist 
as a result of empathetic engagement with a client’s trauma experiences” 
(Dass-Brailsford, 2007, p. 293). Vicarious trauma can affect a therapist’s 
core beliefs about the world and undermine their ability to trust. It can also 
affect the therapist’s personal relationships and undermine their ability to 
be effective in their job. Additionally, clients will not receive the therapy 
they deserve if their clinician is suffering from vicarious trauma. 

Vicarious trauma is most frequently felt when the clinician does not 
receive ongoing supervision or discuss their cases in peer supervision, where 
they can consider their emotions about what they have heard in therapy and 
how these make them feel. Vicarious trauma occurs when the clinician 
spends a lot of mental energy, and possible physical energy, on the client 
outside of therapy. If the clinician is experiencing vicarious trauma and 
does not connect with a professional clinical colleague or enter into therapy 
themself, they are at risk for poor boundaries with their client and, in turn, 
may put their clinical license at risk. Therefore, it is important to your own 
mental health and healthy functioning that if you do trauma therapy, you 
have a professional support system through which you can regularly review 
cases and talk to others about the distressing issues that come up in therapy 
sessions with your clients. 


Vicarious Resilience 


In contrast, vicarious resilience is a process “characterized by a unique 
and positive effect that transforms therapists in response to client trauma 
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survivors’ own resiliency” (Hernandez, Engstrom, & Gangsei, 2010, p. 72). 
For the therapist, it includes positive meaning making, growth, reflecting 
on human beings’ capacity to heal, reaffirming the value of therapy, regain- 
ing hope, and reassessing the dimensions of one’s own problems (Hernan- 
dez et al., 2010). Thus, even though it may sometimes be a difficult journey 
to accompany clients through the process of trauma therapy and recovery, 
in the end, the work strongly reinforces the clinician’s belief in resilience 
and the adaptability of humans. Vicarious resilience gives us a sense that 
our work as clinicians has real benefit to our clients and that we are filling 
a needed service, and ultimately, we are making the world a better place. 


Case Study 


Returning to Manuel’s story, he was referred to the mental health clinic by 
his math teacher, who had frequently noticed Manuel daydreaming and 
being sullen in class. Manuel is extremely guarded during his first session 
in therapy. He has little to say and often looks at the floor instead of the 
therapist. 

In the second session, the therapist notices scars on Manuel’s wrists. 
Manual at first tries to deny that they are there, and then he just screams, 
“T hate her, she was always a monster to me and my sister can do no wrong! 
I just want to get the hell out of my family!” The therapist is a mandated 
reporter and, due to the scars and Manuel’s admission of the abuse, she 
notifies protective services while Manuel is present and can hear the con- 
versation. Since the marks are not new, protective services informs the ther- 
apist and Manuel that they will not be going out to the home to investigate 
the report of physical abuse, but that they would make a record of the 
conversation and reporting is always the right thing to do. 

This experience allows Manuel to be more forthcoming about the 
physical abuse he endured at the hands of his mother from age 3 to 10. He 
discusses his feelings and anger toward his mother. He speaks warmly of 
his father. He sees his sister as a spoiled child. Manuel explains that the 
physical abuse ended when his sister was born but that the verbal abuse and 
put-downs are ongoing. Manuel tries to spend as little time at home as pos- 
sible. He has an uncle in the neighborhood with whom he enjoys spending 
time. Manuel is considering enlisting in the U.S. Army when he graduates. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. What are the risk factors for Manuel? 
2. What are the protective factors for Manuel? 
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3. How can you as a Clinician support Manuel? 
4. What clinical interventions would you use with Manuel? 


Chapter Summary 


Sadly, experiencing trauma is not uncommon for many youth. As practitio- 
ners who work with youth, we need to always consider that their negative, 
surly, aggressive, dismissive acting out or self-destructive behaviors may, in 
fact, point to a history of trauma. That trauma may be the root cause of 
many internalizing and externalizing behaviors in the youth. As clinicians, 
we need to always consider trauma histories when we work with youth. 

Youth who have support to increase their protective factors and 
decrease their risk factors have better outcomes at reducing the impact of 
the traumatic event on their lives. Youth who experience posttraumatic 
stress or PTSD often need clinical intervention to fully heal. There are many 
clinical interventions that are effective with youth experiencing the effects 
of trauma. These interventions include CBT, DBT, ACT, PE, experiential 
therapy, meditation, mindfulness training, affective education, relaxation 
techniques, and trauma-informed yoga. 

It may be impossible to thwart the negative events that plague youth, 
but it is possible to increase youth’s posttraumatic growth and resilience. 
In the chapter that follows, adolescent substance use and dependency will 
be discussed. 


CHAPTER 12 


Substance Use and Dependence 


Youth are risk takers. One of the ways many teens take risks is 
through experimentation with substances. However, some youth, instead 
of just trying or occasionally using drugs or alcohol, move from substance 
use to dependence on the substance. Substance dependence can be a par- 
ticularly deleterious situation for youth because they do not yet have fully 
developed brains (see Chapter 3). In this chapter, we discuss the risk factors 
that increase the likelihood of substance dependence and the protective fac- 
tors that help to reduce substance abuse. Treatment interventions that are 
useful for youth with substance use disorders (SUDs) are discussed. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and substance use and dependence issues. Considering the 
implications for this case within the context of the risk factors, theory, 
assessment, and intervention strategies presented in the following pages 
will prepare you to assess and suggest interventions for this case study as 
it is developed in further detail at the end of the chapter. 


Scott is an African American cisgender male who is 16 years old. Scott 
recently moved from Michigan to Colorado after his mother got a new 
job; he is a sophomore in high school. In Michigan, he attended a school 
that was very small, and everyone knew each other since kindergarten. 
Scott is quiet and has had trouble making friends at his new school. 

At the new high school, a lot of students leave the school building for 
lunch because they have an open campus. One day, some kids asked Scott 
if he wanted to walk to a nearby sandwich shop with them. He was happy 
to be included. The kids bought their sandwiches and sat on benches in 
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the park to eat them; after they ate, they passed around a joint. Scott had 
never smoked pot before and was curious, so he smoked with them. Since 
that first day, this same group of students have gone to the sandwich shop 
at lunchtime most days. Scott likes his new friends and feels more at ease 
in his afternoon classes after smoking a little marijuana. Scott has begun 
to buy pot on his own, so he can share it with his friends and occasionally 
have a joint in the evening. 


Using the Ecological Perspective to Understand Substance 
Use Issues 


Risk factors for substance use issues exist at the internal level, as well as 
in environments where adolescents spend much of their time, including the 
family, peer group, school, and neighborhood. Clinicians should assess 
what is happening in each of these spheres of a youth’s life, and be aware 
of any changes in their life and how the teen feels about them. Do they feel 
frustrated, disappointed, uneasy, embarrassed, harassed, misunderstood, 
lonely, anxious, or ostracized in a particular sphere of their life? Because of 
the inherent emotionality of the adolescent stage of development, youth can 
experience real or perceived challenges in any of these environments. Due 
to such strong feelings, they may use substances to soothe those feelings or 
feel more at ease in social situations. 

It is not uncommon for youth to experiment with substances in their 
teens. Additionally, most youth who experiment do not go on to develop 
substance abuse issues (Laser-Maira et al., 2019). However, some youth 
may move from substance use to substance dependence. 


Defining Adolescent Substance Abuse 


How much of a substance is an adolescent using? How often? How regu- 
larly? What is their relationship with the substance? Do they feel that they 
need it to function, or do they need it to enhance their functioning? These 
are all questions that the clinician needs to ask to get a sense of where a 
client is on the continuum from substance use to addiction. 


Continuum of Substance Use 


The four categories of substance use are substance use, substance abuse, 
substance dependence, and addiction (Meek, 2014). Each of these stages in 
the continuum is more severe than the previous one. Substance use refers 
to the use of alcohol or drugs (Laser-Maira et al., 2019). Substance use 
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usually holds minimal consequences for or risk to the youth (Laser-Maira 
et al., 2019). Substance abuse refers to the use of drugs or alcohol on a reg- 
ular basis, use that the youth will continue even if there are negative con- 
sequences for it (Laser-Maira et al., 2019). Substance dependence occurs 
when substance abuse is frequent and the individual “needs” the drug or 
alcohol to survive. Youth with substance dependence will not be able to 
withdraw from a drug or alcohol without physical and emotionally difficult 
symptoms (Laser-Maira et al., 2019). Due to the real and perceived fear of 
withdrawal from the substance, the youth will increase their dependence 
(Laser-Maira et al., 2019). Addiction is the most intense form of substance 
use and poses the greatest harm to the youth (Laser-Maira et al., 2019). 
Addiction can cause permanent damage to the youth’s body, brain, and 
psychological functioning. Additionally, the youth’s addictive behaviors 
(rage, stealing, manipulation, lying, harassment, violence) can also damage 
the important relationships in their life (Laser-Maira et al., 2019). 


Substance Use Disorders 


SUDs are defined as the recurrent use of drugs or alcohol that causes signifi- 
cant impairment to health and mental health functioning, and the failure to 
meet responsibilities at home, work, or school (Substance Abuse and Men- 
tal Health Services Administration [SAMHSA], 2019). Over a lifetime in 
the United States, 8.9% will experience an SUD (Merikangas & McClair, 
2012). However, when broken down by age groups: 7% of youth 12-17 
years old will have an SUD, 20% of young adults 18-25, and 7.3% of adults 
over age 26 (Merikangas & McClair, 2012). Thus, SUDs begin to increase 
in youth and then sharply increase in emerging adulthood, returning to 
a lower level once one fully enters adulthood. Over one’s life, males will 
be almost twice as likely to develop an SUD than females (males 11.9%, 
females 6.1%; Merikangas & McClair, 2012). Additionally, over one’s life, 
LGBTQQI+ individuals will have a greater likelihood of developing an SUD 
than their heterosexual peers (National Institutes of Health [NIH], 2017). 

Within SUDs, there are many specific SUDs that relate to a particular 
substance. The most common are alcohol use disorder, cannabis use disor- 
der, opioid use disorder, methamphetamine use disorder, and cocaine use 
disorder. Additionally, using multiple substances creates other interactions 
that can heighten the effect of the substances. The most pertinent SUDs for 
adolescents are next discussed. 


Alcohol Use Disorder 


Approximately 14.8% of Americans 12 or older have an alcohol use dis- 
order (SAMHSA, 2020). It is the most common SUD in the United States. 
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Cannabis Use Disorder 


Nine percent of people who use marijuana will become dependent on it, 
and that number increases to 17% if they began using marijuana as a teen 
(NTH, 2019). In the United States, 4.4 million people 12 and older have had 
a cannabis use disorder in the past year (SAMHSA, 2020). 


Opioid Use Disorder and Methamphetamine Use Disorder 


In the United States, it is estimated that 2.0 million people 12 and older 
have an opioid use disorder and 1.1 million have a methamphetamine use 
disorder (SAMHSA, 2020). 


Cocaine Use Disorder 


About 900,000 cocaine users 12 and over had a cocaine use disorder, which 
is a stimulant use disorder (American Psychiatric Association, 2013; SAM- 
HSA, 2018). Additionally, cocaine overdose deaths have increased by 42% 
since 2014 (SAMHSA, 2018). Cocaine use disorder has been connected to 
increased paranoia, anxiety, and psychosis (SAMHSA, 2018). 


Comorbidity of SUDs 
Comorbidity with Mental Health Disorders 


Comorbidity is the occurrence of one issue in combination with another 
issue. With substances, it becomes difficult to understand which came first: 
the SUD or the mental health issue. Is the client using/abusing the substance 
to reduce the symptoms of the mental health issue, or is their heavy sub- 
stance use creating a mental health issue? For instance, there is a relationship 
between substance use disorders and psychotic disorders, bipolar disorders, 
depressive disorders, anxiety disorders, ADHD, obsessive—compulsive dis- 
orders, sleep disorders, and sexual dysfunction (NIH, 2018). It was found 
that 60% of youth in community-based substance abuse treatment centers 
also had a mental health disorder (NIH, 2018). 


Comorbidity with Trauma 


Many individuals with trauma histories may use substances to numb the 
pain or block thinking about the traumatic event. Instead of getting the 
help that they need for the trauma (see Chapter 11) they use substances 
instead. Historically, substance abuse treatment would only work on end- 
ing the use of a substance and not consider the underlying reasons for the 
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client’s use of the substance. It is our opinion that many abuse substances 
to cover the emotional pain they feel. Therefore, always considering if sub- 
stance abuse is a symptom of an unresolved trauma issue is very important. 


Comorbidity with Chronic Pain 


Individuals experiencing chronic pain often use substances to reduce their 
physical pain. This may be the root cause in cannabis use disorders and 
opioid use disorders and should be inquired about. 


Why Do Youth Use Substances? 


There are two major schools of thought on why youth use substances. 
The first is that youth use drugs or alcohol to get a perceived “good feel- 
ing” (Mesnard & Ducharme, 2011). This good feeling can include: feel- 
ing relaxed; feeling at ease; feeling comfortable; feeling high; greater peer 
acceptance; and positive social interactions (Laser-Maira et al., 2019). The 
desire to again experience that good feeling reinforces the substance use 
and creates a situation where the youth increases the amount or frequency 
of the substance to regain that sensation. 

The second school of thought as to why youth resort to using sub- 
stances is that substance use prevents the youth from having to feel nega- 
tive emotions or any emotion at all (Laser-Maira et al., 2019). The sub- 
stance may help the youth escape from negative emotions, forget negative 
experiences, manage stress, mange anxiety, manage traumatic events, or 
decrease boredom (Laser-Maira et al., 2019). The desire to reduce or quiet 
the negative emotion can create a situation where the youth increases the 
amount or frequency of the substance to quell those undesirable thoughts 
and feelings. 


Prevalence Rates of Substance Use in Youth 


In the United States, 42.5% of 13- to 14-year-olds, 64.9% of 15- to 
16-year-olds, and 78.2% of 17- to 18-year-olds acknowledge that they have 
used alcohol in their lifetime, which represents about 60.1% of adolescent 
females and 59.4% of adolescent males (Merikangas & McClair, 2012). 
Thus, by the time they exit high school, the vast majority of youth have 
tried alcohol. It is also equally likely for females as well as males to drink. 
LGB youth had higher rates of substance use, as compared to heterosexual 
youth (NIH, 2017). 
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Additionally, in the United States, 9.6% of 13- to 14-year-olds, 27.5% 
of 15- to 16-year-olds, and 42.5% of 17- to 18-year-olds admit to having 
tried an illicit substance in their lifetime (Merikangas & McClair, 2012). 
Thus, it is also a common occurrence for youth to use substances. 


Protective and Risk Factors Related to SUDs 
Risk Factors 
Peer Influence 


Negative peer influences greatly impact youth’s interest and desire to use 
substances (Laser et al., 2007a; Laser & Wallis, 2014; Laser-Maira et al., 
2019). This is rooted in youth’s developmental need to belong and feel 
accepted by their peer group. Youth learn about risk perception and alco- 
hol usage through peers (Trujillo, Suarez, Lema, & Londofio, 2015). The 
youth’s circle of friends impacts their substance use, perceptions of sub- 
stance use, and perceptions of abuse. 


Romantic Relationships That Use Substances to Connect 


Being in a relationship with someone who is using substances increases the 
youth’s chances of also using substances (Laser-Maira et al., 2019). For 
some couples, substance use and/or abuse will act as the bond that keeps 
them together. 


Family History of Substance Abuse/Substance-Abusing Parent 


A family history of substance abuse increases the likelihood that the youth 
will also abuse substance (Laser et al., 2007a; Laser & Wallis, 2014; Laser- 
Maira et al., 2019). This is due to genetics, modeling behavior on how one 
copes with emotions and loss, values around substances, and the environ- 
ment provided by the family that condones heavy substance use (Laser- 
Maira et al., 2019). 


Poor Parental Mental Health 


Youth who have parent(s) with mental health issues are more likely to use 
substances (Laser et al., 2007a, 2007b; Laser & Wallis, 2014; Laser-Maira 
et al., 2019). This results from the inability to cope with the erratic and 
sometimes extreme behavior of the parent, the inability to know how to 
intervene effectively with their parent, and the lack of support they receive 
from their mentally ill parent. 
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Permissive Parental Views on Substances 


Parents who are permissive in their views of substance use by minors are 
more likely to have adolescents who use more substances (Laser-Maira 
et al., 2019; Straussner & Donath, 2015). Parent(s) may “cover up” their 
youth’s behaviors or look the other way. This may be due to an unwilling- 
ness to take a stance on under-age substance use, perhaps due to their own 
substance use and not wanting to be seen as a hypocrite. 


Conflict with Parent(s) 


Conflict with parents increases the likelihood of substance use and abuse 
in their offspring (Laser-Maira et al., 2019). Having parent(s) who con- 
tinually criticize, argue with, or are unable or unwilling to show care and 
compassion to their youth creates an environment where the youth will find 
solace in using substances. As discussed in Chapter 6, youth still very much 
need support and kindness from their parent(s). 


Socioeconomic Problems 


Families who have difficulties paying for basic living necessities (food, shel- 
ter, clothing) and are living in poverty remain at increased risk of raising 
youth with substance issues (Laser-Maira et al., 2019). This situation may 
result from parents’ poor management of resources due to their own sub- 
stance use, thus modeling negative coping patterns for their children or it 
may be a youth’s way of exiting the difficulties they face in their current 
situation. 


Protective Factors 
Prosocial Peers 


Conversely, youth whose friends do not use substances, or use substances 
moderately, will be less likely to abuse substances themselves (Laser et al., 
2007a, 2007b; Laser & Wallis, 2014; Laser-Maira et al., 2019). Thus, the 
youth’s circle of friends’ endorsement of alcohol and drugs greatly impacts 
their participation in substance use or abuse. 


Supportive Romantic Relationship 


Romantic partners who support moderation of substances increase the 
likelihood that their partner will not abuse substances (Laser-Maira et al., 
2019). Thus, partners who support each other’s moderation are less likely 
to become involved in heavy substance use. 
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Family Involvement, Family Support, Open Communication 


As discussed in Chapter 6, youth still require a strong and supportive rela- 
tionship with their primary caretaker. Youth need support, reassurance, 
kindness, and participation in their lives. They need to be able to talk to 
their parent(s) about the stressful issues in their lives to gather informa- 
tion and understanding. Therefore, youth who maintain a strong bond 
with their parent(s) are less likely to abuse substances (Laser et al., 2007a, 
2007b; Laser & Wallis, 2014; Laser-Maira et al., 2019). 


Adolescent Substance Abuse and Its Effect on Brain Development 
and Functioning 


Research has found that SUDs do affect most regions of the adolescent 
brain. Cannabis use disorder can impair the prefrontal cortex to impact 
decision making, processing speed, and emotional regulation (Battistella 
et al., 2014). A youth’s hippocampus, when impacted by cannabis use dis- 
order, will exhibit impairments to short-term memory and the transfer of 
short-term memory to long-term memory (Ryan & Ammerman, 2017). 
When a youthful amygdala is affected by an SUD, it cannot learn from an 
emotional event and do something different the next time (Volkow, Balder, 
Compton, & Weiss, 2014). The adolescent posterior parietal lobe affected 
by an SUD has trouble concentrating and paying attention; this can linger 
into adulthood even if the youth is no longer using substances (Ryan & 
Ammerman, 2017; Volkow et al., 2014). The grey matter in the adolescent 
brain is also impacted by SUD through synaptic pruning, thereby reducing 
connectivity in the brain (Battistella et al., 2014). The assault on the devel- 
oping brain by SUDs is immense, thus necessitating a conversation with 
youth on moderation, if not cessation, of substances until their brains are 
fully developed in their mid- to late 20s. 


Legalization of Marijuana and Its Impact on Adolescent 
Substance Abuse 


We live in the epicenter of the marijuana legalization debate. Colorado was 
the first to legalize recreational marijuana in 2013, with its public availabil- 
ity commencing on January 1, 2014 (Monte, Zane, & Heard, 2015; Rocky 
Mountain High Intensity Drug Trafficking Area [RMHIDTA], 2018). 
Since that date, research has been gathered to see what effect legalization 
would have on youth. Many have long claimed that marijuana may be the 
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“gateway drug” for other SUDs since 74% of adults entering SUD pro- 
grams admit to using marijuana when they were 17 or younger (Johnston, 
O’Malley, Miech, Bachman, & Schulenberg, 2017). However, it seems the 
relationship between marijuana and other drugs is more nuanced since 
there has been a steady decline in illicit drug use by youth in the United 
States since the drug spike of the 1970s and 1980s, with marijuana use 
remaining consistent (Johnston et al., 2017). 

In 2019 in the United States, 11.8% of 8th graders, 28% of 10th grad- 
ers, and 35.7% of 12th graders acknowledged that they had smoked mari- 
juana over the last year (National Institute on Drug Abuse [NIDA], 2019). 
This finding is consistent with that for prior years (NIDA, 2019). However, 
daily marijuana use increased for both 8th graders (1.3%) and 10th graders 
(4.8%) and stayed consistent for 12th graders (6.4%) (NIDA, 2019). 

In Colorado, the percentage of youth who had used marijuana in the 
last 30 days prior to legalization was equivalent to the percentage who used 
marijuana in the last 30 days at the time of research (20%; RMHIDTA, 
2018). Thus, there was no increased use of marijuana among high school 
students since legalization. However, a slight increase in marijuana use in 
the past 30 days occurred among middle school students, moving from 
4.6% prelegalization to 5% postlegalization (RMHIDTA, 2018). Overall 
in Colorado, there has not been an increase in marijuana use among youth 
postlegalization. However, both nationally and within Colorado, regard- 
less of legalization, an increase in marijuana use is occurring among the 
youngest youth, which can have consequences on their developing brains, 
as stated earlier. 

The same RMHIDTA report (2018) indicated a 52% increase in hospi- 
tal emergency visits for marijuana intoxication in Colorado since legaliza- 
tion. Marijuana intoxication is sometime brought on by the overconsump- 
tion of marijuana edibles. Additionally, as the marijuana industry becomes 
more sophisticated, their products have become more potent. 

The Colorado Department of Public Health evaluated the toxicol- 
ogy reports of suicide deaths from youth ages 10-19 since legalization 
and found that 21.4% of the youth suicides tested positive for marijuana, 
8.4% tested positive for alcohol, and 4.9% tested positive for opioids 
(RMHIDTA, 2018). This marks an increase of 8% of youth, ages 10-19, 
who died by suicide with positive toxicology for marijuana since the state’s 
legalization of the substance (RMHIDTA, 2018). Thus, some relationship 
seems to exist between suicidal behavior and marijuana use. Additionally, 
there are real concerns that the effects of marijuana use can bring to light 
or exacerbate underlying mental health issues, such as psychosis, anxiety, 
panic disorder, and depression (Monte et al., 2015). Thus, marijuana use is 
not consequence-free for some youth. 
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The Opioid Epidemic and Its Impact on Adolescent Substance Abuse 


Currently, the misuse of prescription opioids among high school seniors is 
at its lowest rate since surveys began assessing it (NIDA, 2019). It seems 
that youth have become aware of the heavy negative effect that opioids may 
have had on their older siblings and parents and have stayed away from 
using them (Laser-Maira et al., 2019). 


Vaping by Youth 


Vaping includes both nicotine vaping and marijuana vaping (NIDA, 2019). 
There has been a dramatic increase in the rates of vaping among 8th grad- 
ers, 10th graders, and 12th graders over the last several years (NIDA, 
2019). Interestingly, this increase in vaping has caused a decrease in youth 
smoking cigarettes (NIDA, 2019), but it has also led to the increase of 
youth with lung issues and emergency room visits. Due to intense media 
coverage of the dangers of vaping, the U.S. Food and Drug Administration 
(FDA) banned flavored e-cigarette products and increased the minimum 
age to purchase tobacco to 21 (FDA, 2020). It has yet to be seen if these 
measures will decrease teen vaping. 


The Transtheoretical Model of Change 


Prochaska and DiClemente (1983; Prochaska, DiClemente, & Norcross, 
1992; Prochaska et al., 1994) created a model to help identify the readiness 
of an individual for clinical intervention. They identify six stages: precon- 
templation, contemplation, preparation, action, maintenance, and relapse/ 
recurrence (Prochaska & DiClemente, 1983; Prochaska, DiClemente, et al., 
1992; Prochaska, Velicer, et al., 1994). For the clinician, this is extremely 
valuable information to support the client, regardless of what stage they are 
at, in their ability to make changes. Expecting change from a youth who is 
not ready for it is both a waste of time and energy, and can be frustrating 
for both the client and clinician. 

During precontemplation, the individual does not recognize a prob- 
lem exists and they have no interest in change (Prochaska & DiClemente, 
1983). If you currently see a youth who is in the precontemplation stage, 
you can simply give them factual information and explore the pros and 
cons of their substance use (Laser-Maira et al., 2019; Miller, 1999). They 
are not ready to think about any changes. 

During contemplation, the individual is beginning to develop an 
awareness that they have a problem; however, they are not ready to make 
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any changes (Prochaska & DiClemente, 1983). If you are working with 
a client who is in the contemplation stage, you may want to explore their 
sense of motivation to change and continue to look at the pros and cons of 
their substance use (Laser-Maira et al., 2019; Miller, 1999). 

During preparation, a client is almost ready for change and sees it as 
something they will need to do in the next month (Prochaska & DiCle- 
mente, 1983). As a clinician, you can help the client in the preparation stage 
by offering different clinical options for change (Laser-Maira et al., 2019; 
Miller, 1999). Additionally, in the preparation stage, it is helpful to initiate 
the client’s social support network and to encourage the youth to discuss 
their plan for an intervention with friends and family (Laser-Maira et al., 
2019; Miller, 1999). By telling others of their intention to deal with their 
SUD, they gain social support and others will begin to hold them account- 
able. 

At the fourth stage, action, the client has identified the steps they must 
take and is actively making changes (Prochaska & DiClemente, 1983). This 
does not mean that they are completely successful in their efforts; they may 
have slips in their sobriety and find the process very difficult (Laser-Maira 
et al., 2019). The clinician can support the client in this stage by helping the 
youth understand what happened during any slip and how to avoid future 
slips (Laser-Maira et al., 2019). Through a realistic view of change through 
small steps, the clinician can support the client in action (Laser-Maira et 
al., 2019; Miller, 1999). Additionally, the clinician should try to initiate the 
client’s positive sources of social support in their life to help them be more 
successful (Laser-Maira et al., 2019; Miller, 1999). 

Maintenance is the fifth stage. Clients who are in maintenance have 
been working on sobriety for 6 months or longer. The client in maintenance 
may still experience slips, but the clinician should help reframe the slip as 
a learning opportunity, not a failure (Prochaska et al., 1992). Clients in 
maintenance need assistance in understanding what their triggers are and 
developing a plan for those times when they will be triggered (Laser-Maira 
et al., 2019; Miller, 1999). They are gaining momentum by their progress 
in working through their SUD. 

Relapse/recurrence is the last stage in Prochaska and DiClemente’s 
model. However, it is not the final stage of SUD treatment; it is simply the 
acknowledgment that slips will happen and should be understood as part 
of the journey to sobriety and not an end to sobriety (Prochaska et al., 
1992). The client in relapse/recurrence will need support to deal with the 
consequences of a slip and to continue developing and refining their cop- 
ing strategies for cravings and triggers (Laser-Maira et al., 2019; Miller, 
1999), 

Therefore, when working with youth with SUDs, it is important to 
understand in what stage of change they currently are. Often family and 
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friends will be very concerned about the youth’s SUD and want to intervene 
right away; however, the youth may not be able “to get onboard” with their 
own treatment until they are in the preparation or action stages. 


Clinical Interventions with Adolescents with SUDs 


There are a number of interventions that are effective for youth with SUDs. 
The first issue that needs to be considered is their readiness for treatment, 
as just discussed. The second is the Jevel of care. Level of care is the amount 
of treatment that the youth needs to regain their functioning due to the 
SUD (Straussner, 2014). This can range from outpatient treatment (weekly), 
intensive outpatient (multiple times in a week), day treatment (multiple full 
days of treatment per week) to residential treatment (inpatient) (Laser- 
Maira et al., 2019). As the level of care increases, so do cost, intrusion, 
and possible distance from the family and support system (Laser-Maira et 
al., 2019). The level of care should always be a balance between the least 
restrictive option for the youth and the level of safety needed for them. Even 
if the youth enters into a higher level of care, they will eventually return to 
their community for ongoing therapy and support. Thus, even though the 
youth may need more care than you or your organization can provide at the 
beginning of treatment, continuing contact can be very effective in terms of 
postresidential treatment planning. Below, we highlight a few interventions 
that are particularly effective for youth with an SUD. 


Motivational Interviewing 


Motivational interviewing (MI) was conceived of as a “way of being with 
people” (Miller & Rollnick, 2002, p. 34). There are four general principles 
in MI: (1) Express empathy, (2) develop discrepancy, (3) roll with resis- 
tance, and (4) support self-efficacy (Miller & Rollnick, 2002). 

The first, express empathy, is to show the client that you do care about 
them and their current situation. The second principle, develop discrep- 
ancy, means explaining to the client that what they are saying and other 
facts do not correspond. This begins the cognitive dissonance between 
what they are saying and doing. 

The third principle, roll with resistance, asserts that their resistance to 
treatment is not an issue between the two of you, but an alliance between 
the youth and the substance. The clinician is not authoritarian with the 
client, but instead remains collaborative, serving as a sounding board to 
support good suggestions the client might bring forth. The client needs to 
come up with solutions that are supported by the clinician, rather than the 
clinician telling them what to do. Therefore, both parties are following 
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the plan that the client created, not a plan that was forced on them, which 
reduces resistance. 

The fourth component is to support self-efficacy. Self-efficacy is the 
individual’s belief that they have the necessary capabilities to organize and 
execute the task at hand. It impacts motivation, affect, and actions. Self- 
efficacy includes: mastery experiences (being successful at something in the 
past means the client will use that success to support the current endeavor), 
vicarious experiences (being aware of how others like them were success- 
ful), social persuasion (people whom they respect were successful), and 
physiological or emotional states (they are in a good physical or mental 
state to be successful) (Bandura, 1995, 1997). Therefore, by supporting 
self-efficacy in counseling for SUD, the therapist reinforces the youth’s past 
successes with other issues that they have experienced and labels those suc- 
cesses as knowledge that the youth can also overcome the SUD; points to 
the success of others who have overcome an SUD, and the advice of trusted 
individuals, so the client can see that they, too, will prevail; and emphasizes 
the notion that they are in a good emotional and physical state to overcome 
their SUD. Using the four principles of motivational interviewing can sup- 
port the client and help them move away from substance abuse under their 
own volition. 

Recently, Naar and Suarez (2021) moved the conception of MI for- 
ward, asking youth to consider four additional principles: the spirit of MI, 
emphasizing autonomy, managing counterchange talk and discord, and 
change talk. 

The spirit of MI, or the undergirding principle of MI, is that therapy 
is a collaborative partnership between client and clinician. MI requires 
the clinician’s understanding that the youth has absolute worth regardless 
of their behaviors that may run counter to that consideration. Clinicians, 
instead of demeaning or blaming parents for their youth’s behavior, need to 
show compassion for the caregivers. Finally, unsolicited advice to youth is 
never warranted in therapy. Instead, the clinician should evoke or elicit the 
youth’s reasons for wanting to change. It is not the clinician’s responsibility 
to tell the youth what to do; it is the youth’s role in therapy to find their own 
reasons to change and their own path to make transformation a reality. 

The second principle, emphasizing autonomy, means continually sup- 
porting the youth’s desire to be their own person and make their own deci- 
sions. It is always the youth’s decision whether changes will take place. No 
one is forcing them to make the “right” decision or behave in a particular 
manner. The practitioner is empathetic to the youth’s plight, but in the end, 
it is the youth’s decision. Using autonomy also supports youth’s natural 
inclination to be in control of their own destiny from a developmental per- 
spective, thus aligning with the youth’s desire to move into the adult world 
of decision making. 
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The third principle, managing counterchange talk and discord, is the 
clinical ability to not get hooked into the youth’s statements about not 
wanting to or needing to change (counterchange talk), or the youth’s dis- 
like, disgust, or feeling that therapy and and the practitioner are unneces- 
sary (discord). Youth will undoubtedly resort to counterchange talk and 
discord at some point during therapy. However, if the clinician becomes 
defensive and defends the need for therapy or the efficacy of the interven- 
tion, the youth has effectively undermined the clinical process. Instead, the 
clinician needs to reemphasize that they are empathetic to the client’s situ- 
ation and are aware of their perspective. 

The fourth principle is change talk. It is the practitioner’s responsibil- 
ity to reinforce the youth’s statements of intending to change, disadvantages 
of not changing, advantages of changing, and optimism about change. 
When the clinician hears the youth using change talk, the clinician can 
paraphrase what they say and ask the youth to reflect on what they stated 
and/or use open-ended questions to support the youth’s self-awareness. 
These are often the “aha” moments in therapy where new self-awareness 
can promote effective and lasting change. 

MI works so well with youth because it supports the youth’s autono- 
mous journey into adulthood and does not try to punish them as children. 
It allows youth to feel that they are in charge of their recovery. 


Social Support Therapy 


Social support therapies are teen-focused and teen-run support groups that 
work on SUD (Teen Addiction Anonymous, 2020). They are based on the 
12-step Alcoholics Anonymous model, with some variations depending 
on the participants’ belief in God and the understanding that youth may 
have other addictions besides alcohol (Teen Addiction Anonymous, 2020). 
Social support therapies offer face-to-face group meetings; they may also be 
held in cyberspace. These social support therapies can be very helpful for 
youth with an SUD if used in combination with clinical therapy (Malekoff, 
2014; Webb, 2019). Additionally, youth in the maintenance stage can use 
social support therapies as a way of stepping down from clinical therapy. 


Experiential Therapy 


Experiential therapy is an event in which the individual participates that 
usually pushes them out of their comfort zone and into a place of self- 
discovery, confidence building, self-awareness, and new insights on how to 
cope with issues in their lives (Laser-Maira & Nicotera, 2019). Experien- 
tial therapy can be a game, an activity, a mental puzzle, time in nature, or 
a physical challenge (Nicotera & Laser-Maira, 2017). Often experiential 
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therapy is conducted as a group activity, which takes strategy, planning, 
and cohesion to make it successful (Laser-Maira, 2016; Laser-Maira & 
Nicotera, 2019). Experiential therapy connects the current event through 
a clinical segue from what just happened to what insights about themself, 
their life, their thoughts, and their behaviors the client can learn from the 
experiential therapy. Experiential therapy creates interventions that serve 
as a symbol or metaphor to impact the individual’s life outside of the ther- 
apy. Experiential therapy can be very useful for youth to better understand 
their issues and the triggers that support their SUD, and to choose other 
options that will facilitate their sobriety. 


Cognitive-Behavioral Therapy 


CBT has been found to be a very effective intervention for SUD (NIH, 
2017). A full discussion of CBT will appear in Chapter 14. 


Case Study 


Scott continued to go to lunch every day with his friends. By spring, when 
the weather became nice, he and his friends stopped returning to school 
after lunch and smoking pot. They would hang out in the park instead. 
Sometimes they would pass around a second joint and then relax under a 
tree for the rest of the afternoon. 

Scott’s mom Cindy received a telephone call from Scott’s math teacher 
indicating that he had missed several classes and also not turned in home- 
work recently. Cindy was extremely surprised because Scott had always 
enjoyed math class and did well in that subject. He had often told Cindy 
he wanted to be an engineer. Cindy visited the high school to talk to both 
the principal and Scott about his truancy and revoking his open campus 
privileges. However, when the school secretary called Scott down to the 
office for this conference, he was once again not in school. As Cindy left 
the school building, she spotted Scott across the street at the park. Cindy 
walked over and found Scott asleep under a tree by himself. 

When Scott awoke, his eyes were red, and he seemed very confused 
and groggy. Cindy was genuinely concerned about Scott and brought him 
directly to the ER. The ER doctor ran a toxicology screen on Scott and 
found that he had high levels of THC (the active ingredient in marijuana) 
and alcohol (3 times the legal limit) in his bloodstream. He was both drunk 
and stoned. Unaware that Scott was using substances, Cindy was shocked. 
Scott sheepishly told his mom that it was no big deal and he was OK, 
although he had lost his coat and backpack. Scott’s uncle and maternal 
grandfather were both alcoholics. Scott’s mom was now really concerned 
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that Scott was following the negative path of other men in her family. The 
ER doctor gave Cindy the number of a family substance abuse clinic, and 
Cindy immediately called them to set up an appointment. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


. What risk factors does Scott have? 

. What protective factors does Scott have? 

. Does Scott have an SUD? Why or why not? 
. How would you support Scott? 


oR WN Fe 


. How do you improve Scott’s relationship with his mother? 


Chapter Summary 


Youth, because of their natural tendency to take risks and desire to try 
to define who they are and who they are not, will often experiment with 
substances. Most will do just that—experiment—without becoming depen- 
dent on substances. However, some youth will get involved with substances 
and no longer be able to function well at school, home, or work. They may 
exhibit health and mental health problems, which can be particularly del- 
eterious because adolescents do not yet have a fully developed brain. Risk 
factors that increase the likelihood of substance dependence and protec- 
tive factors that help to reduce substance abuse were discussed. Treatment 
interventions that are useful for youth with SUDs were reviewed. Chapter 
13 will address working with LGBTQQI+ youth. 


CHAPTER 13 


Working with Queer Youth 


n this chapter, we use the term queer to refer to a broad com- 
munity of youth who identify in various and multiple ways that are associ- 
ated with sexual orientation (e.g., gay, lesbian, pansexual, bisexual) and 
gender identity (e.g., genderqueer, transgender, agender). While the term 
queer may strike some as an unusual or even derogatory designation, it has 
been reclaimed as a broader, inclusive term to denote the many ways that 
people can identify and the fluidity of gender identities and sexual orienta- 
tion. 

We use the ecological perspective to discuss issues that challenge queer 
youth across various environments from family and peers to school and 
the larger community. We consider protective and risk factors in the lives 
of queer youth as well as queer-affirming interventions to support youth as 
they come out and 


Case 
examples for clinical assessment and intervention are also presented. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following three case examples represent some of the concerns of ado- 
lescents who identify as queer. Considering the implications for each case 
within the context of the risk factors, protective factors, assessment, and 
intervention strategies presented in the following pages will prepare you 
to assess and suggest interventions for the additional case studies pre- 
sented in detail at the end of the chapter. 


Sophie, a 13-year-old White youth, is a popular student in their rural mid- 
dle school. After searching the Web to try to figure out what was “wrong” 
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with them, they were relieved to find that some people would define what 
they are experiencing as gender-fluid. They have found comfort in online 
chats with others who share their gender identity. At school, however, 
peers continually tease them and say, “Really, just choose, are you a boy 
or a girl?” Their parents are not aware that Sophie identifies as gender- 
fluid, or that their peers are teasing them at school. Sophie tells the school 
social worker, “I don’t fit in with any group, not even the Gay-—Straight 
Alliance group at my school!” 

Sam, age 16, an Asian American youth, is struggling with how peers 
and teachers keep referring to them as a boy, using the wrong pronouns 
when they refer to them and criticizing their fashion sense. Even though 
the youth at the school changed the name of their Gay—Straight Alliance 
to include gender and now call it the Gender—Sexuality Alliance, peers in 
that group inaccurately assume Sam is struggling with their sexual ori- 
entation and say, “Stop being scared and come out as gay, already.” Sam 
describes themself as genderqueer and hasn’t figured out for sure what 
that means for them. As they are focused on their gender expression, they 
haven’t even considered if they are romantically or sexually attracted to 
any particular gender. That is, Sam has sexual feelings and thoughts about 
what is romantic, but they are not aimed at any particular person or gen- 
der. Sam’s parents are supportive and a few peers at school are also sup- 
portive, but the majority of their peers, and their teachers and coaches are 
stressing them out. 

Kathy, age 14, a cisgender African American youth, is experienc- 
ing feelings of depression and distress as a result of unwanted feelings of 
romantic and sexual attraction to other girls. She comes from a supportive 
evangelical Christian family, and her parents have told her that in spite of 
biblical teaching against same-sex behavior, their love for her is uncondi- 
tional, and they will not reject her. Although Kathy says she believes her 
parents, she is unable to extend that level of acceptance to herself. She is 
plagued by guilt, shame, and condemnation fueled by her fear that God 
sees her as “dirty.” Her fear that God does not love her is distressing and 
compounds her feelings of depression because she is so strongly identified 
with Christianity (Yarhouse & Tan, 2005, p. 532). 


Sexual Orientation and Gender Identities 


The prevalence of gay-, lesbian-, bisexual-, transgender-, and gender- 
queer-identified individuals is difficult to establish because conditions 
of homophobia, heterosexism, transphobia, and binary gender enforce- 
ment, or what we call in this chapter, 

The Williams Institute (Romero, 2017) suggests that 


Working with Queer Youth 215 


about 4.3% of the U.S. adult population identify as queer (lesbian, gay, 
bisexual, transgender). Other scholars from the Williams Institute report 
that about 1.4 million adults (0.6%) identify specifically as transgender 
(Flores, Herman, Gates, & Brown, 2016). However, none of these reports 
specifically include sexual orientations such as pansexual, androsexual, 
or gynosexual, and none of them specifically include people who identify 
their gender as nonbinary. While sexual orientation and gender identity 
are presented together in this chapter, a person’s gender identification 
is not the same as or linked to a person’s sexual orientation. This sec- 
tion, which provides an overview of sexual orientation identity and gen- 
der identity, will make that clearer. Recall that in Chapter 2 we covered 
processes and critical thinking on sexual orientation and gender identity 
development; some readers may want to review that part of Chapter 2 as 
they embark on reading this one. 

Sexual orientation is a person’s sexual attraction to a particular gen- 
der. It denotes the gender of the person someone wants to date, have a 
romance with, fall in love with, and if they choose form a family with. For 
example, people who identify as cisgender women and transgender women 
who are sexually attracted to males may identify as heterosexual (Nealy, 
2019). Cisgender men and transgender men who are sexually attracted to 
males may identify as gay or queer; similarly, cisgender women and trans- 
gender women who are sexually attracted to females may identify as les- 
bian, gay, or queer (Nealy, 2019). A cisgender man or transgender man who 
is attracted to all genders may identify as bisexual or pansexual (Nealy, 
2019). In addition, people who identify as nonbinary (e.g., gender-fluid, 
gender-expansive, genderqueer) may identify their sexual orientation with 
the words or 

or a combination of gyno- and androsexual (Boskey, 2019). In this 
way, people who identify as nonbinary can authentically claim their gender 
identity as nonbinary and describe their sexual orientation without having 
to refer to their own gender with binary terms that do not ring true for their 
gender identity (Boskey, 2019). 

The term homosexuality has been and is still used by some people 
to refer to gay, lesbian, bisexual, pansexual, androsexual, or gynosexual 
orientations. However, the term homosexuality is considered old-fashioned 
and offensive, so generally it’s best not to use it. Members of the queer 
communities typically prefer to be called gay, lesbian, bisexual, pansexual, 
androsexual, gynosexual, or queer. The term queer is used because it is 
more inclusive of the wider communities of LGBTQQI+ people. The use of 
this term is indicative of how different generations “reclaim” words that in 
their former usage were viewed as pejorative labels. The term queer is used 
in this chapter as a more efficient and inclusive way to refer to members of 
the population. Clinicians are encouraged to listen for how the queer youth 


216 CLINICAL INTERVENTIONS TO SUPPORT ADOLESCENTS 


they serve self-identify and to use the same terms each client uses to refer 
to themself. 

There are many ways that people identify their gender, and this has 
been evident across many centuries of humanity and cultures; this is part 
and parcel of natural variation (Riley, 2018). In spite of this, 

though mistakenly, (either man or 
woman) and as synonymous with biological sex—that is, at birth a doctor 
or midwife declares a newborn baby to be a “boy” or “girl” depending on 
how the baby’s genitalia appear. That way, at birth each of us is assigned 
a binary sex (male or female) by virtue of biological sex characteristics 
(e.g., genetalia) (Nealy, 2019) and then we are treated as the gender (boy 
or girl) socially tied to that sex. Importantly, though, our gender identity is 
yet to be formed. Many infants grow into children, youth, and adults who 
identify with the gender that corresponds with the sex they were assigned 
at birth. In contrast, as some infants move through childhood, youth, and 
into adulthood, they will discover that the sex assigned to them at birth 
does not align with their authentic gender identity (Nealy, 2019). 

People whose sex assigned at birth mirrors their gender identity are called 
cisgender (Nealy, 2019). People who identify beyond the binary female—male 
gender paradigm may use a number of terms to refer to their gender iden- 
tity, such as gender-expansive (Shelton, Wagaman, Small, & Abramovich, 
2018) and gender-fluid, genderqueer, agender, gender-nonconforming, and 
transgender (Clark, Veale, Townsend, Frohard, & Saewy, 2018). Someone 
who identifies as gender-fluid “may shift between genders, while someone 
who is genderqueer may experience gender in a way that is not part of the 
gender binary” (Clark et al., 2018, p. 158). Agender is a term some use 
if their experience of gender is neither male or female, and some describe 
themselves as bigender to note that they identify as both male and female 
(Nealy, 2019). Because pronouns are imbued with binary gender language 
and the binary gender construct does not express the fluidity of gender, 
some youth use the pronouns they and them, while others may use zie and 
hir. Still some people who transition from the sex assigned at birth to live 
as their genuine gender identity may use gendered pronouns such as she and 
her or he and him (Nealy, 2019). 

Some scholars suggest that transgender functions as an umbrella term 
for all gender nonconforming people more broadly as well as to more spe- 
cifically refer to people who transition from the sex assigned at birth to 
mirror their authentic gender identity (Nealy, 2019). Others suggest that 
nonbinary serves as an umbrella term for any gender identity that expands 
beyond the male-female gender binary (Clark et al., 2018). One thing is 
clear: The term transsexual is outmoded and viewed as rooted in psychi- 
atric language that suggests mental instability and illness (Nealy, 2019). 
Therefore, when working with youth, do not use this term. 
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All of this points to the most important consideration when work- 
ing with youth, which is to listen and empower them to identify with the 
language they feel best fits their gender identity, sexual orientation, or any 
other identity for that matter. With regard to gender, Hidalgo and col- 
leagues (2013) describe a gender-affirmative approach “which supports 
depathologization of gender, validity of self-identified non-binary and 
binary genders, and health care that supports individuals to live in the gen- 
der that is most comfortable to them” (Hidalgo, Ehrensaft, Tishelman, et 
al., 2013, as cited in Clark et al., 2018, p. 160). It is key that practitioners 
listen to youth respectfully, with acceptance, and nonjudgmentally as they 
evolve in and solidify their identities. The It Gets Better Project website 
offers a wide range of gender and sexual orientation terms, definitions, 
and links to YouTube recordings that are useful for all practitioners and 
the youth they serve (It Gets Better Project, 2019). Regardless of how you 
identify your own sexual orientation and gender identity or your affiliation 
with members of the queer communities, you do not know how a client 
identifies, even by appearance, until they feel comfortable telling you and 
you respect their choice of language. 


An Ecological Perspective on Queer Youth 


Ecological theory (Bronfenbrenner, 1979) calls attention to the social and 
cultural dynamics that affect queer teens. We raised similar dynamics in 
Chapter 2 when we discussed how racism affects adolescents of color, 
because the person they can be within the family and within their cultural- 
ethnic group may be more genuine than the person they are perceived to be 
by a dominant social structure imbued with racism. They may ponder, “Do 
I have the same identity in the minority community as I do in the major- 
ity society?” Du Bois wrote about African American experiences of their 
families’ and communities’ high expectations within a context of the racist 
images of an oppressive White society (hooks, 1981): 


It is a peculiar sensation, this double-consciousness, this sense of always 
looking at oneself through the eyes of others, of measuring one’s soul by 
the tape of a world that looks on in amused contempt and pity. One ever 
feels his twoness—an American, a Negro [sic]; two souls, two thoughts, two 
unreconciled strivings; two warring ideals in one dark body, whose dogged 
strength alone keeps it from being torn asunder. (Du Bois, 1903/1996, p. 5) 


Research demonstrates that racism negatively influences the behavior 
and mental health of adolescents of color (Surko, Ciro, Blackwood, Nemb- 


hard, & Peake, 2005). Similarly, @ueerphobia creates unique challenges|for 
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} such 
as exploring careers and claiming their lives as separate from their parents’ 
(Rose et al., 2006). One difference between youth who identify as queer 
and youth of color who identify as heterosexual and cisgender is that they 
have families that validate their identities, while queer youth’s families hold 
the same heterosexist, homophobic, transphobic, and strict gender binary 
views as the rest of society. In effect, their families and the majority of 
their peers do not offer a respite from the stigma prevalent in society. In 
fact, even 


Queer youth are stigmatized across the levels of social ecology. These 
stigmas are perpetuated through discriminatory policies of institutions 
such as schools and normative expectations for heterosexuality and binary 


gender identity within communities and families. Thus, @Weerteens are 


The social and mental health challenges that queer youth face are related 
to structural and interpersonal victimization and (@Eek/Of support for being) 
(heir authentic selves (Williams, Connolly, Pepler, & Craig, 2005). 

While there have been national legal triumphs, such as the legaliza- 
tion of marriage for same-sex couples across the United States in 2015, 
and policy victories in individual states, such as the passage of Jude’s Law 
in Colorado that, as of January 2020, allows nonbinary Coloradans to 
obtain legal documents (such as driver’s licenses and birth certificates) with 
their correct gender and name on them, 


Laws and policies do not change 
hearts and minds; these oppressive structures and attitudes still perme- 
ate the lives of queer youth as risk factors for their health and well-being. 

to support queer youth in their schools, 
families, and communities. In the next sections, we address risk factors and 
protective factors more broadly. 


Risk Factors for Queer Adolescents 


Macrosystem and exosytem environments built on cultural blueprints for 
queerphobia create risks for queer youth. Supportive, accepting, and car- 
ing individuals and policies can mediate these risks. Clinicians can serve 
as important supports for queer teens and their families. Additionally, “A 
validating family system can be crucial for youth who, on a daily basis, 
encounter shame and ridicule from the broader society because of their 
sexual orientation or transgender identity” (Morrow, 2006, p. 187). Queer 
youth are protected if they have prosocial skills, a likeable disposition, an 
affirming and sustaining faith, and a family and school environment that 
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are able to offer support and validation (Morrow, 2006). However, sup- 
ports are minimal because peers, family members, teachers, school admin- 
istrators, and policymakers are steeped in macro blueprints that perpetuate 
stereotypes, prejudice, and discrimination. 


Intrapersonal Risk Factors 


Minority stress theory provides a foundation for understanding the intra- 
personal risk factors that queer youth face (Alessi, 2014). “This theory 
posits that LGBTQ-specific forms of discrimination and microaggressions 
disproportionately impact the mental health of SGMY [sexual and gen- 
der minority youth]” (Iacono, 2019, p. 157). Others have found that queer 
youth were more likely to avoid or turn off the feelings they experience 
at the hands of discrimination, and to ruminate or become stuck in the 
thoughts and reactions they have to stressors from microaggressions, which 
leads to larger rates of distress (Hatzenbuehler, McLaughlin, & Nolen- 
Hoeksema, 2008). Teens questioning their sexual orientation and/or gen- 
der identity are at heightened risk for emotional distress, isolation, depres- 
sion, substance abuse, suicide, pregnancy, sexually transmitted infections 
(STIs), and internalized homophobia and transphobia (Morrow, 2006). 
This risk is not surprising because there are few protections from the nega- 
tive images, misinformation about queer youth, and bullying they experi- 
ence. Without support and positive role models, queer youth tend to apply 
these messages as meaningful definitions of themselves—that is, they inter- 
nalize homophobia and transphobia (Morrow, 2006). 

Transgender and nonbinary youth’s health is impinged on by the bath- 
room laws of some states that prohibit them from using the bathroom or 
locker room that fits best with their authentic gender identity (Ehrenhalt, 
2016). As a result, gender nonconforming youth may suffer through their 
schoolday without using the bathroom, which has physical health implica- 
tions as well as social and emotional implications (Riley, 2018). Transgen- 
der teens face other health risks if they acquire hormones from nonmedi- 
cal providers (e.g., street dealers) to support the development of a male or 
female appearance (Nealy, 2019). Without the support and knowledge of 
trained health care providers, these youth are liable to (1) use hormones 
improperly, which can cause “serious health problems that may have 
impact on their pubertal growth,” and (2) inject the hormones with shared 
or unclean needles and become infected with HIV or other illnesses (Gross- 
man & D’Augelli, 2006, p. 114). Gender-expansive youth also experience 
mistreatment and misunderstanding in health care. Sometimes health pro- 
fessionals withhold care or treat them poorly, other times they are ignorant 
of the health needs of transgender and nonbinary people, and on occasion 
a fear of being mistreated leads a youth to avoid seeking health care even 
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when they need it (Clark et al., 2018). Homelessness is another intraper- 
sonal health risk for queer youth, which exposes them to violence and dis- 
crimination on the streets and in shelter settings (Shelton et al., 2018). 


Peer and School Risk Factors 


During adolescence, peers and school are inseparable because teens spend 
a great deal of time together in school. Queer youth are at risk for being 
ridiculed and bullied. Transgender and gender-expansive youth may have 
faced taunts prior to adolescence because children as young as 5 years have 
a well-defined understanding of what it means to be a boy or girl (Riley, 
2018). At this early age, “children express stereotypic ideas of what each 
sex should do, wear, feel, and react approvingly or disapprovingly toward 
each other, according to their choice of sex-appropriate toys and play pat- 
terns” (Perrin & the Committee on Psychosocial Aspects of Child and 
Family Health, 2002, p. 45). 

The peer and school environment can be fraught with tension because 
youth ridicule and bully anyone they suspect is gay, lesbian, transgender, or 
gender-expansive. Smartphones and other social media devices allow this 
tension to extend beyond the schoolday. Adolescents are in near constant 
contact with each other through texting and social media. The faceless 
nature of electronic communication can intensify ridicule and bullying. 

Morrow (2006) notes that “pejorative words like fag, dyke, queer, lez- 
zie, and homo are common [in schools], and those terms often go unchal- 
lenged by teachers and administrators in ways that similar pejorative terms 
against other groups of students would never be tolerated” (p. 181). In fact, 
the 2017 National School Climate Survey reports that 98.5% of queer 
youth hear negative language related to their sexual orientation and expres- 
sion of gender identity at school, and 91% of them find this threatening 
(Kosciw, Greytak, Zongrone, Clark, & Truong, 2017). Ninety-five percent 
of queer students hear the words such as faggot and dyke used at school, 
94% are exposed to pejorative remarks about gender expression, and 
87% hear negative remarks about transgender people at school (Kosciw 
et al., 2017). Having multiple identities has an impact on experiences of 
sexual orientation and gender identity discrimination such that they differ 
by the youth’s racial or ethnic identity. For example, the 2017 National 
School Climate Survey reports that youth who identify as queer and Native 
American were more likely to be victimized and report being discriminated 
against more frequently than any other racial/ethnic groups (Kosciw et 
al., 2017). Students who identify as queer and Black or African American 
were more likely to be expelled or punished with out-of-school suspension 
than White, Latinx, and Asian/Pacific Islander youth who also identified 
as queer (Kosciw et al., 2017). While they still experience victimization 
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and discrimination due to their sexual orientation and gender-expansive 
identities, White students who also identified as queer were less likely to be 
victimized or discriminated against (Kosciw et al., 2017). Thus, the social 
injustice that plagues people of color is compounded when they also iden- 
tify as queer. 

It is not surprising that queer students feel unsafe at school. Nearly 
60% of students report feeling unsafe due to their sexual orientation, 
nearly 45% feel unsafe because of their gender expression, and 35% feel 
unsafe because of their gender (Kosciw et al., 2017). Lack of safety leads to 
queer students’ absences from school, with nearly 35% of queer students 
reporting at least one day of missed school in the past month because they 
felt unsafe (Kosciw et al, 2017). This percentage has stayed consistent since 
2007, when the same survey, the National School Climate Survey, reported 
that 32.7% of queer students missed a day of school due to feeling unsafe 
(Gay, Lesbian, Straight Educators Network, 2009). As a result of feeling 
unsafe, queer students also do not participate in school activities (75% do 
not attend school functions and 70% do not participate in extracurricular 
activities; Kosciw et al., 2017). This lack of safety and avoiding school 
because of it have ramifications for youth’s lives beyond their school-age 
years and into their futures as colleges and employers evaluate their résu- 
més and applications. 

Many queer adolescents may be afraid to come out to parents, teach- 
ers, or other helping professionals, causing them not to report ridicule and 
bullying. Too often, youth hear teachers and other school staff make homo- 
phobic comments and negative comments about gender expression (Kosciw 
et al., 2017). Without a sense of safety at school combined with the preva- 
lence of micro-aggressions from peers, teachers, and staff, and no faith that 
teachers and school staff will support them, teens are at risk for truancy, 
academic failure, and dropping out of school altogether as well as mental 
health concerns and the social isolation that result from bullying (Mor- 
row, 2006; Riley, 2018). Even if they have the courage to share their pain 
with a parent, teacher, or other trusted adult, queer teens are left without 
recourse when schools don’t establish policies that protect them and other 
educational policies aimed at reducing the kind of ignorance that perpetu- 
ates cruel treatment. 


Family Risk Factors 


Family attitudes play a major role in the health and well-being of queer 
youth. The family’s acceptance of the youth’s sexual orientation and/or 
gender identity, even if only some acceptance, is important (Nealy, 2019). 
Sadly, “when families fail to communicate acceptance, queer youth face 
enormous risks for depression, anxiety, drug and/or alcohol abuse, unsafe 
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sex, and suicide attempts” (Nealy, 2019, p.166). One study reported that 
queer youth whose families rejected them were plagued with low self- 
esteem and greater rates of anxiety, depression, and hopelessness (Ryan, 
Huebner, Diaz, & Sanchez, 2009; Ryan, Russell, Huebner, Diaz, & San- 
chez, 2010). When compared to queer youth whose families are accepting, 
youth in families who reject them are “nearly six times as likely to report 
high levels of depression in young adulthood and more than eight times 
more likely to have attempted suicide” (Ryan, Huebner, et al. 2009; Ryan, 
Russell, et al., 2010, as cited in Nealy, 2019, p. 167). Family rejection adds 
to societal rejection and increases risk. Alone, many teens must struggle 
with facing a society and family that both pressure them to deny and/or 
hide their sexual orientation and gender identity development. 

Teens are often fearful of how their parents will react to them when 
and if they announce that they are queer. Their fear is well founded because 
parents react to this news within a social and cultural context of perva- 
sive queerphobia. Parents may have never imagined that stereotypes and 
prejudices about queer people would apply to their child (Saltzburg, 2004). 
Queer teens typically are nervous about letting their parents know their 
sexual orientation or gender identity, and some will hide it from them as 
long as they can. 

Teens’ stress about coming out to parents is related to their percep- 
tion of how their parents will react. Teens aspire to loving acceptance and 
assistance during what may be a difficult time. However, many may be met 
with rejection and even emotional and physical violence (Morrow, 2006). 
Parents also experience the disclosure as a stressful adjustment. Whatever 
the reaction, studies demonstrate that parents move into a self-reflective 
mode when their child discloses a queer identity to them (Saltzburg, 2004). 
Parents must come to terms with the stereotypes they have learned through 
pervasive queerphobia. Some parents reported feeling so different from 
their queer teen that they wondered what role they could play in mentoring 
and teaching them how to navigate life’s perils (Saltzburg, 2004). Parents 
in this position can find support from other parents who have experienced 
the same situation. 


Protective Factors for Queer Adolescents 
Intrapersonal Protective Factors 


The resilience of queer youth may be found in their determination to be 
their true selves in a society replete with queerphobia. Resilience through 
increasing protective factors is demonstrated by queer youth “embracing 
their socially stigmatized identities, creating meaningful relationships, exer- 
cising personal agency, navigating safety in multiple contexts, and taking 
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part in collective action and/or healing” (Asakura, 2016, as cited in Shelton 
et al., 2018, p. 147). Qualities such as high self-esteem, self-perception of 
personal mastery, and sense of social support were found to be protec- 
tive for queer youth’s mental health (Grossman, D’Augelli, & Frank, 2011). 
Making a link between oppression based on identifying as transgender and 
oppression due to identifying as a person of color was protective for people, 
helping them to “develop the ability to speak up for themselves [and] pro- 
viding them with the language to assert themselves” (Singh & McKleroy, 
2011, as cited in Shelton et al., 2018, p. 147). Singh and McKleroy (2011) 
report that pride in one’s ethnic/racial and gender identities was protective 
for coping with life’s struggles and traumas. 


Peer and School Protective Factors 


The existence of accepting peers, teachers, coaches, and school personnel 
is certainly protective for queer youth. Protective factors with peers and at 
school often emanate from the healthy existence of a Gay—Straight Alliance 
(GSA) in the roster of school clubs (Poteat, Sinclair, DiGiovanni, Koenig, 
& Russell, 2013). Recent changes in GSAs have included renaming them 
to be more inclusive of transgender and gender-expansive youth, calling 
them alternatively Gender—Sexuality Alliances (Poteat et al., 2018). GSAs 
are student groups that function as extracurricular clubs in schools to offer 
resources, support, and advocacy for queer youth as well as educational 
opportunities and kinship from heterosexual and cisgender peers (Poteat et 
al., 2018). One study demonstrated that participation in a GSA was a pro- 
tective factor for queer youth’s sense of safety at school and led to reduced 
reports of homophobic bullying (Ioverno, Belser, Baiocco, Grossman, & 
Russell, 2016). “GSAs serve a variety of purposes for student members 
and for the school community including education and safety, social and 
interpersonal support and counseling, advocacy training and activities (e.g., 
Day of Silence, Ally Week, Youth Pride), leadership development, and recre- 
ational and social functions” (Ioverno et al., 2016, p. 398). Studies demon- 
strate that GSAs are protective for LGBTQQI+ and gender-expansive youth 
by providing a space where they can find support among peers, know they 
are not the only queer student in school, find a sense of hope and empower- 
ment (Herdt, Russell, Sweat, & Marzullo, 2007; McCormick, Schmidt, & 
Clifton, 2015; Russell, Muraco, Subramaniam, & Laub, 2009). 

In addition to being a protective factor for queer youth’s social con- 
nections and sense of belonging, GSAs have been found to be protective 
for their mental well-being. For example, in schools where GSAs maintain 
an active presence, the rates of depression and distress are lower in queer 
youth (Heck et al., 2014; Toomey, Ryan, Diaz, & Russell, 2011). In schools 
where GSAs have been functioning for 3 years, they become a protective 
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factor for queer youth’s suicidal ideation and behaviors (Saewyc, Konishi, 
Rose, & Homma, 2014). However, participation in GSAs is a greater pro- 
tective factor than the mere presence of a GSA at a school (Ioverno et al., 
2016). This distinction is important because while nearly 50% of youth 
reported the presence of a GSA in their school and many queer students 
reported participating in it, 36% of the queer youth reported that they did 
not participate in the GSA at their school (Kosciw et al., 2017). 


Family Protective Factors 


As noted above, family attitudes play a major role in the health and well- 
being of queer youth. Having an open, affirming, and supportive family 
environment goes a long way in protecting queer youth from the onslaught 
of prejudice, discrimination, and victimization they experience in a world 
steeped in queerphobia. In a more accepting and affirming world, families 
would have an open-ended view of how their child might come to iden- 
tify their sexual orientation and gender identities, instead of current norms 
whereby families assume their child will identify as heterosexual and as 
cisgender. In the absence of this, families can use open and affirming lan- 
guage when they refer to the sexual orientation identity and gender identity 
of others. For example, imagine the freedom for a child who grows up in 
a home where the norm is to refer to people’s gender as they instead of as 
the binary he and she. Imagine the freedom for a child in a family where 
binary gender prescriptions, such as “boys play with trucks” and “girls 
play with dolls,” are avoided. Furthermore, imagine the freedom of the 
child whose family defines love and possibilities for love outside of the het- 
erosexist norm such that they grow up knowing they can love whomever 
they love without family sanction. Even in a world where the queer youth is 
exposed to social and system oppression outside the family, the supportive 
and affirming family would be an enormous protective factor. 

Affirming and accepting families play a role in reducing the youth’s 
suicidal ideation and substance abuse (Bebes, Samarova, Shilo, & Dia- 
mond, 2015; Carastathis, Cohen, Kaczmarek, & Chang, 2017). Research 
also shows that accepting families are integral to the queer youth’s well- 
being. Queer youth whose families are accepting demonstrate larger rates 
of self-esteem (Ryan et al., 2010). Levels of depression in transgender youth 
are related to family acceptance (Simons, Schrager, Clark, Belzer, & Olson, 
2013). Accepting families are also important protective factors for trans- 
gender youth’s quality of life (Simons et al., 2013). There is no denying the 
importance of family acceptance of sexual orientation identity and gender 
identity as a protective factor for queer youth, and many times, the clini- 
cian becomes the person who can assist the family in moving toward accep- 
tance and support. 
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Assessment 


Assessment should focus on risk factors such as depression, substance 
abuse, school difficulties, and the degree to which internalized homopho- 
bia, transphobia, and negative attitudes toward gender-expansive identities 
have influenced the teen’s self-concept. Assessment should also include peer 
and family relationships as well as macro- and exosystemic influences. The 
skills necessary for this assessment are similar to those applied in all clini- 
cal assessments with adolescents. However, clinicians who work with queer 
youth must be fully aware of their own attitudes toward this population 
as teens are sensitive to verbal and nonverbal judgments, even when unin- 
tended. All practitioners, regardless of how they identify or with whom 
they affiliate, are embedded in the macro blueprints of queerphobia, and 
will need to “unlearn” the same negative messages their clients internalize 
in order to effectively assess and intervene in a supportive and empowering 
manner. 

When a youth comes out to you, be accepting and affirmative, and 
do not ask them how they know they are gay, lesbian, bisexual, gender- 
expansive, or transgender. Also, do not ask them “why” or how “it hap- 
pened to them,” as this all communicates that there is something patho- 
logical about their identity. Also, do not assume that the focus of a queer 
youth’s concerns is tied to their sexual orientation identity or to their gender 
identity. The American Psychological Association offers affirmative guide- 
lines for working with people who identify as LGBTQQI+ (www.apa.org/ 
pi/lgbt/resources/guidelines). The National Association of Social Workers 
provides another set of guidelines as well (wiww.socialworkers.org/Prac- 
tice/LGBT). With regard to youth who identify as gender-expansive or 
transgender, Nealy (2019) states that practitioners should seek out continu- 
ing education to understand the nuanced experiences of these youth and 
their families. The World Professional Association for Transgender Health 
(WPATH) is an important resource that offers training and information in 
standards of care for transgender and gender nonconforming people (www. 
wpath.org/publications/soc). 


Intervention 


Remember that when we talk about an intervention with a queer youth, 
we are talking about affirmative and supportive strategies to assist them 
in coping with the issues they bring to your practice. These issues may be 
related to experiences of discrimination and victimization at school or in 
the community due to how they identify, or to coming out to their families 
or peers. It is also as likely that the queer youth in your office is focused 
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on issues that are not at all related to their sexual orientation identity or 
gender identity; they may be coping with test anxiety, or with peer pressure 
or with parental discord. 

We never suggest that practitioners attempt to make a youth change 
their identity to become heterosexual or to adhere to the gender they were 
assigned at birth. Such practices are unethical and extremely damaging 
(e.g., American Association of Marriage and Family Therapy, n.d.; Ameri- 
can Psychiatric Association, 1998; American Psychological Association, 
2004; American School Counselors Association, 2004; National Associa- 
tion of Social Workers, 2000). Some interventions that make this attempt 
are called conversion or reparative therapies. We do not espouse the use of 
these interventions and agree with the professional organizations that view 
them as harmful and unethical. In fact, about 20 of the U.S states have 
laws against using conversion therapies with minors, 1 state partially bans 
the practice, and 29 states do not have a law or policy that bans conversion 
therapy with minors (Movement Advancement Project, 2019). 

The most basic intervention requires accurate information about sex- 
ual orientation and gender identities. Morrow (2006) echoes this and sug- 
gests that “GLBT-affirming clergy may be helpful resources for families 
[and others such as teachers, peers, school administrators] whose religious 
values may conflict with understanding sexual orientation and gender iden- 
tity” (p. 186). Additionally, the research demonstrates that queer adoles- 
cents may be experiencing depression and suicidal thoughts. These teens 
long for a trusted, nonjudgmental adult who can listen and talk to them 
about these issues (Ciro et al., 2005). 


Mindfulness 


Mindfulness is individual intervention that was discussed in Chapter 5 
as useful for promoting internal assets in youth. We re-discuss it now 
because scholars and practitioners have outlined its use with queer youth, 
especially for managing the challenges of discrimination and building 
resilience for self-advoacy (Iacono, 2019; Le & Proulx, 2015; Toomey 
& Anhalt, 2016). Here, we review the concept of mindfulness to refresh 
your memory. Then we provide more detail on how it is being used to 
support queer youth with specific concerns, such as minority stress and 
discrimination. 

Toomey and Anhalt (2016) note that mindfulness, the capacity to be 
aware of the present moment without judgment or trying to control events, 
may assist youth in coping with how they react to stressful experiences. 
The aim of mindfulness-based strategies is to change one’s experience and 
relationship to stressors, cognitive and emotional challenges, and other 
experiences we would prefer to avoid (Roemer & Orsillo, 2009). Instead 
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of avoiding or trying to push away these stressors, mindfulness strategies 
assist people in acknowledging the distress and managing their emotions 
and thoughts in relationship to it (Omidi, Mohammadkhani, Mohammadi, 
& Zargar, 2013). 

It has been suggested by Toomey and Anhalt (2016) that “when 
engaged in mindful practice, a young person who encounters minority 
stress may respond more objectively to their feelings (‘I am aware that Iam 
upset because I am encountering discrimination’) rather than in a shameful 
or judgmental way (e.g., ‘I’m being discriminated against. Something must 
be wrong with me’ or ‘I am upset as a result of this encounter—I am just 
an angry person’” (p. 434). Their study on mindfulness as a coping strat- 
egy for Latinx queer youth managing bias-based victimization at school 
demonstrated that it was a protective factor for depression and self-esteem 
when it came to victimization due to their sexual orientation. 

Another study that was not specific to queer youth reported that urban 
youth who participated in a mindfulness-based intervention had reduced 
rumination related to coping with stress (Mendelson et al., 2010). Other 
scholars found that mindfulness was also useful for reducing stress among 
Latinx youth (Edwards, Adams, Waldo, Hadfield, & Beigel, 2014) and 
Native Hawaiian/Pacific Islander youth (Le & Proulx, 2015). While these 
two studies did not specifically account for the minority stress of queer 
youth, their demonstration of efficacy for minority stress experienced by 
youth of color suggests that mindfulness is a promising intervention for 
queer youth as well as youth of color. 

Iacono (2019) provides an excellent example of a process that clini- 
cians can follow for employing mindfulness with queer youth. We outline 
some of those ideas here and refer the reader to Iacono’s excellent arti- 
cle for complete detailed information. Iacono (2019) suggests beginning 
with foundational education, so the youth can understand the connection 
between mindfulness and the stress reaction/response, as well as how it 
can be a helpful coping tool for stressors. After sharing this foundational 
information, if the youth is amenable to trying mindfulness, then the clini- 
cian can begin with some simple and brief 3- to 5-minute exercises, such 
as mindful breathing, eating meditation, or a body scan (Iacono, 2019). 
Nicotera and Laser-Maira (2017) offer an entire chapter with detailed dis- 
cussion of how to talk with youth about the benefits of mindfulness activi- 
ties such as meditation and instructions for teaching mindfulness exercises 
to any youth regardless of identity. While the activities described thus far 
might be done with any youth, the next part of the process is specifically 
integral to working with queer youth. Iacono (2019) gives the following 
details for how mindfulness helps queer youth to explore the affects of 
discrimination on their minds, bodies, and spirits, as well as problem-solve 
the challenges it brings to their lives: 
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e Build self-compassion as youth cope with negative self-talk and neg- 
ative self-image that stem from internalized oppression. 

e Build the capacity to notice and resist automatic thoughts that occur 
in the face of stigma and oppression in order to have a clear mind for 
problem-solving ways to handle such experiences. 

e Build mind-body awareness to facilitate youth’s capacity to notice 
physical and emotional sensations that occur in the face of discrimi- 
nation, so they can use their breath and mind to manage them. 


If you choose to use mindfulness practices with your clients, it is 
imperative that you seek out continuing education as well as develop your 
own mindful practice. 


Person-Centered Approach 


In another vein, Lemoire and Chen (2005) recommend the person-centered 
approach for clinical work with queer adolescents. It allows the teen to 
be in charge of self-exploration as they seek to understand their sexual 
orientation and/or gender identity development. In a social and cultural 
environment characterized by queerphobia, it is imperative that adolescents 
experience unconditional positive regard and a nonjudgmental attitude as 
they navigate their lives and interactions with family, peers, school, and the 
community. As such, the clinician encourages the teen to be self-directed as 
they explore their concerns in general and more specifically any issues with 
their sexual orientation and/or gender identity. The practitioner’s stance is 
to be affirmative and supportive, to listen without judgment or expectation 
for an outcome as the youth explores how their experiences influence their 
self-concept. This support, without expectation for outcome, is paramount 
to the teen negotiating a world of pressures from peers, family, teachers, 
coaches, school, and clergy (Lemoire & Chen, 2005). In some instances, 
the clinician may be the single adult in a teen’s life who listens without 
judgment or a personal agenda. 

Additional elements should be added to person-centered work with 
queer adolescents (Lemoire and Chen, 2005). One of these is assessing the 
risks for a teen who decides to disclose or come out about their sexual ori- 
entation and/or transgender identity. For example, clinicians need to ask 
the teen to describe their relationship with the person to whom they want 
to disclose. Questions should include asking the teen how much contact 
that person has had with the queer community and what kinds of things 
that person says when topics related to queer rights or other connected 
issues arise in the news or other media. Some clients may find it helpful to 
role-play the interaction with the practitioner before coming out in real life. 
The empty chair and role-reversal techniques (Sheafor & Horejsi, 2003) are 
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recommended for this type of role play. The empty chair technique encour- 
ages the teen to talk to the person they intend to come out to as if they 
were sitting in an empty chair across from them. The role-reversal strategy 
allows the teen to consider not only how they might feel during the disclo- 
sure, but also how the person they intend to come out to might experience 
the conversation (Sheafor & Horejsi, 2003). 


Peer Support Group 


Lemoire and Chen (2005) also suggest adding a peer support group to the 
individually oriented person-centered approach so that teens gain a sense 
of support from peers facing similar challenges. This may require helping 
the teen locate a peer support group, or if none exists, the practitioner may 
need to develop one. In rural areas, where there may be few “out” teens 
or no resources for the youth, the practitioner can assist the teen in finding 
safe and reputable online supports. 


Family Intervention 


Saltzburg (2004) points out that while most parents, over time, accept their 
children who identify as queer, “the precarious nature of adolescence calls 
for vital timing of interventions in response to crisis” and other reactions to 
learning that their teenager identifies as queer (p. 110). Intervention at the 
family level needs to assist family members in gaining appropriate informa- 
tion since they will possibly be misinformed and harbor negative stereo- 
types (Morrow, 2006). Additionally, parents may be comforted by joining 
a support group of parents with queer teens (Saltzburg, 2004). 

Clinicians will want to help families be aware of how they can support 
their child as they come out and navigate their identity, so they can remain 
strong and resilient in the face of social and structural oppressive prac- 
tices. Writing specifically about youth who identify as transgender, scholars 
suggest a number of supports for this purpose that are also applicable to 
youth who identify as gay, lesbian, bisexual, genderqueer, or nonbinary— 
for example, accepting the youth’s power to self-identify in the way that 
feels most authentic to them, being sure to affirm their identity process and 
experiences as well as assisting them in connecting to communities with 
healthy role models who also identify as queer, acknowledging that con- 
cerns like depression or anxiety come from a context of oppressive forces, 
and assisting the youth in finding the power to navigate school and other 
community organizations (Singh, Mengh, & Hansen, 2014). 

Nealy (2019), writing specifically about youth who identify as trans- 
gender and nonbinary, states that families can provide extensive supports 
in the following ways: using the youth’s chosen name and pronouns and 
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encouraging family members to do the same, educating themselves about 
their child’s gender identity via community opportunities, reputable docu- 
mentaries and films, and creating an open home in which their child feels 
their friends of all identities wil be welcome and respected. Parents also 
need to be aware that their actions and the manner in which they talk with 
their child, or refuse to talk with their child, can also communicate rejec- 
tion. For example, when parents avoid the topic of their child’s identity 
or try to push it under the carpet, they communicate a lack of acceptance 
(Nealy, 2019). Parents need to remember that they are the adults in the 
family equation and must develop the skills, empathy, and compassion that 
will allow them to “unlearn” negative stereotypes and oppressive practices 
that are part and parcel of our biased society. While parents may feel that 
this is asking a lot or even too much, clinicians can use their role to help 
parents put their child’s needs and concerns before their own. 

The family’s capacity to rally around their youth as they come out 
and navigate their sexual orientation and gender identity development pro- 
cess may, in fact, be influenced by the family level of cohesion and engage- 
ment. Heatherington and Lavner (2008) note that family characteristics, 
such as disengagement and cohesion, and the quality of the parent-child 
relationship influence family responses. Therefore, we encourage practi- 
tioners to assist the family in finding a balance of cohesion and distance. 
For example, Heatherington and Lavner suggest that families marked by a 
sense of cohesion or togetherness are likely to be more supportive of their 
teenagers. However, some teens who have cohesive relationships with their 
families may fear the loss of that closeness if members react negatively to 
their coming out. In light of this, the clinician should first assess the quality 
of the adolescent’s relationship with their parents and inquire about any 
fears related to losing a close relationship. Armed with this knowledge, the 
practitioner can best facilitate a heartfelt conversation between the youth 
and their parents, pointing out the strengths of their closeness as a means 
to assist the parents in coping with the teen’s disclosure. 


School Intervention 


School-level interventions should focus on policy and education (Goldstein, 
Collins, & Halder, 2007; Taylor, 2007). McCaskell and Russell suggest 
that efforts to “suppress individual actions through rules and discipline . . . 
[is] like pressing down on the top of an ice cube in a bowl of water” (2000, 
p. 248). These strategies do not change the overall school culture of queer- 
phobia; they just send it underground (McCaskell & Russell, 2000). If the 
school community culture espouses negative and stereotypic views of queer 
youth, then supportive policies will have minimal influence on the psycho- 
logical and physical safety of the youth (Goldstein et al., 2007). 
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Education to assist students, parents, teachers, and administrators in 
“unlearning” a culture of oppression is one step in the process. In some 
communities, these efforts may be welcome, while in others, they might 
be met with outrage (Taylor, 2007). Therefore, practitioners need to care- 
fully assess the general attitudes in a community. Educational efforts can 
be backed by policies, especially “legal framework[s that] give authori- 
ties support when they encounter resistance or fear [on the part of other 
community members]” (Taylor, 2007, p. 166). Taylor also suggests that 
“testimonies of [queer] students and the spectacle of them under attack by 
homophobic bullies” go a long way in moving communities from outrage 
to support (p. 166). Some communities have organizations, such as Parents 
and Friends of Lesbians and Gays (PFLAG), that have speaker’s bureaus 
made up of older teens and young adults who tell their stories in a panel for- 
mat. Educational programs and policies must be developed within a school 
community in order to meet the needs most relevant to individual schools. 
Suggestions for developing safe school environments can be found at the 
Gay, Lesbian, and Straight Education Network (www.glsen.org/activity/ 
glsen-safe-space-kit-be-ally-Igbtq-youth). 


Case Studies 


The following case studies will assist you in developing clinical assess- 
ments and interventions for two different adolescents. Use the content of 
this chapter on protective and risk factors, and assessment and intervention 
related to sexual orientation and gender identities, to assess and suggest 
interventions for each of the youth. 


Case 1 


Lisa is a 13-year-old Latinx youth who recently told their parents that they 
identify as genderqueer. Lisa just started the ninth grade and told their par- 
ents that from now on they no longer wanted to be referred to as a “daugh- 
ter” or a “girl.” When Lisa’s parents, trying to be supportive, asked if they 
ought to call them “son” or “boy,” Lisa just cried and said “NO!” At this 
point, Lisa’s parents hugged them and reassured them that they wouldn’t 
use the words son or boy either. Lisa’s parents are confused about what to 
do next or how to react. 

After school had been in session for about 5 weeks, Lisa reported that 
peers had been teasing them, asking, “Are you a girl or a boy, we can’t tell?” 
When one of their peers in math class brought this up, the teacher laughed 
and said, “Well, Lisa is just not ready to choose, but everyone chooses to be 
a girl or boy at some point in their lives.” Lisa, who was tired of everyone’s 
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ignorance, yelled at the teacher, “What the hell do you know about my 
gender—you are so wrong—I never have to choose!” The teacher began 
defending herself, saying, “But my nephew is transgender so I remember the 
whole process of his choosing and transitioning!” Lisa slammed out of the 
classroom, punched a wall, and refused to return to school. Now Lisa and 
their parents are in your office. 


Case 2 


Melinda is the parent of a biracial 16-year-old boy, Nathan, who came 
out to her as gay about 6 months ago. She suspected Nathan might be gay 
and was relieved to find out, so they could talk about it. Nathan’s father 
was White; he was killed in a car accident when Nathan was 14 years old. 
Melinda had an uncle who was gay, but he never discussed his sexual ori- 
entation or gender identity with anyone in the family. He was killed in what 
appeared to have been a hate crime when Melinda was 20. The crime was 
never solved or even acknowledged as a hate crime. 

Melinda is worried about Nathan because he is moody and angry, 
always pointing out heterosexually oriented ads on TV and walking out of 
the room in a huff. He refuses to attend history class, claiming all they ever 
talk about is “het history.” He was assaulted by other students at school 
when he wore a Gay Pride T-shirt. When Melinda and Nathan come to 
your office, Melinda says, “I am fine with Nathan being gay, I just don’t 
see why he has to show it off to everyone and let it get in the way of his 
schoolwork and school friendships. I wish I could get him to calm down 
about all of this.” 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. Describe all the factors (psychological, behavior, family, peers, school) that might 
play a role in the current issues affecting each of the youth in the preceding case 
examples. What information from the case studies provides the evidence for these 
factors? How might each of the youth’s current behaviors be influenced by the 
macro- and exosystem factors related to queerphobia? 


2. When assessing for identity and the effects of queerphobia, what should the 
clinician listen for as each youth tells their story? 


3. Intervention strategies with suggestions for practitioners at the individual, family, 
and school levels were discussed in this chapter. Based on the issues confronting 
each of the youth depicted in the case examples, which do you think will be the 
most useful and why? 


4. Each of the youth in these case examples says to you, “What do you know about 
being queer? How do you identify your sexual orientation and gender identities, 
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anyway?” How do you respond to these questions (a) if you share an identity with 
one of the youth or (b) if you don’t share an identity with any of the youth? 

5. When did you first develop a sense of your sexual orientation or your gender 
identity? Did you talk with your parents/family about this? Why or why not? 

6. What stereotypes about queer people are prevalent in your community? What are 
some of the supports for queer people in your community? 


Chapter Summary 


This chapter challenged you to learn about the broad spectrum of queer 
identities with which youth can identify. You read a variety of case exam- 
ples that exemplified a number of these identities and the concerns of the 
youth who live them. Some readers were familiar with terms such a gender- 
queer and pansexual, while others were introduced to terms and concepts 
that were new to them. Regardless, a working knowledge and ease with 
these terms and definitions are important for working with queer youth. 
You were introduced to the various risks that queer youth face in their 
families, schools, and communities as well as protective factors such as 
GSAs. At the chapter’s end, the case examples of Lisa and Nathan helped 
you to consider applying the strategies for assessment and intervention with 
queer youth. We hope you engaged fully in the questions we posed to the 
practitioner in order to reflect on your own identities and build compassion 
for the queer youth you will meet in your practice. In the next chapter, we 
will address the mental health issues of depression and anxiety. 


CHAPTER 14 


Mental Health Issues in Adolescence 
ANXIETY AND DEPRESSION 


i youth experience adolescence as a very difficult time. 
They may have mental health issues that make everyday functioning more 
difficult. Each day, they might find it a challenge to be around other youth, 
to interact with their family, to go to school, or to even leave their bed- 
room. This chapter utilizes an ecological perspective to understand anxi- 
ety and depression, the two most common mental health issues that affect 
youth. We discuss risk factors that increase the likelihood of mental health 
disorders, and protective factors that help to reduce mental health issues. 
Treatment interventions that are useful for youth with mental health issues 
are then discussed, such as cognitive-behavioral therapy (CBT), dialecti- 
cal behavior therapy (DBT), trauma-informed practices, and grief therapy. 
Additionally, information on medication is presented. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and mental health issues. Considering the implications for 
this case within the context of the risk factors, theory, assessment, and 
intervention strategies presented in the following pages will prepare you 
to assess and suggest interventions for this case study as it is developed in 
further detail at the end of the chapter. 


James is 17-year-old cisgender African American who attends a public 
magnet high school specializing in math, science, and technology. His aca- 
demic abilities in advanced sciences and math contribute to his attending 
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such a high school. His mother is a surgeon, and his father has a private 
medical practice in family medicine. James had an older sister Jenny, who 
was also a promising science student, but she died by suicide when she was 
19 after failing one of her premed courses in college. James confessed to 
a friend that ever since he began to apply to colleges, he’s been dreaming 
about Jenny. He tells his friend that in the dreams Jenny is talking to him, 
warning him not to study medicine. In these disturbing dreams, Jenny 
reveals the details of what it felt like when she died by suicide and tells 
him, “Don’t do what I did. Drop out of school and see the world before it’s 
too late for you, too!” James does not want to stress out his parents and 
has therefore not shared the content of his dreams with them. However, he 
has been thinking about the dreams a lot, and they are getting in the way 
of completing his college applications. 


Using the Ecological Perspective to Assess Mental Health Issues 


Risk factors for mental health issues exist at the internal level, as well as 
in the environments where adolescents spend much of their time, including 
the family, peer group, school, and neighborhood. Because of the inherent 
emotionality of the adolescent stage of development, youth can experience 
real or felt challenges in any of these environments. 

Clinicians should assess what is happening in each sphere of the youth’s 
life and become aware of any changes and how the teen feels about them. 
Are they always tired but unable to sleep? Do they have difficulty concen- 
trating? Are they hard on themselves or a perfectionist? Or, do they have 
trouble in social situations? Maybe they are having panic attacks? This may 
point to anxiety. 

Are they frustrated, disappointed, uneasy, embarrassed, harassed, 
misunderstood, lonely, anxious, or feeling ostracized in a particular sphere 
of their life? How long has the youth been feeling this way, and what is 
the depth of that feeling? Are these feelings also accompanied by sleep 
changes (either sleeping more hours than they normally do or having dif- 
ficulty sleeping), eating changes (either loss of appetite or using food to 
self-soothe), decreases in energy level (lack of enthusiasm for typical activi- 
ties and/or trouble getting started in the morning), or decreases in normal 
social behaviors (lack of desire to connect with friends or family members, 
or involvement in social activities where the youth would otherwise be an 
active participant)? If there are changes in behaviors along with negative 
feelings, it may point to depressive symptoms. 

It is not uncommon for teenagers to move quickly from the depths 
of despair to giddiness and excitement. The practitioner needs to evaluate 
whether these emotional swings are reactions to external events, particular 
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triggers, or whether the youth seems to have become more emotionally 
charged without a clear precipitating event. The clinician should also assess 
whether the behaviors have become more pervasive over time, which may 
indicate the presence of a mental health issue. 


Defining Adolescent Anxiety and Depression 
Anxiety 
Generalized Anxiety Disorder 


There are several different types of anxiety that affect youth. Generalized 
anxiety disorder (GAD) includes symptoms of excessive worry about fam- 
ily problems, relationships with friends, natural disorders, health, grades, 
performance in sports, or punctuality (Anxiety Disorder Association of 
America, 2020). Other GAD symptoms in youth are fatigue, inability to 
sleep, difficulty concentrating, irritability, perfectionism, and seeking con- 
stant approval or reassurance (Anxiety Disorder Association of America, 
2020). GAD often co-occurs with depression (Anxiety Disorder Associa- 
tion of America, 2020). 


Social Anxiety Disorder 


Social anxiety disorder (SAD) typically begins around age 13 (Anxiety Dis- 
order Association of America, 2020). Sadly, it is often not until adulthood 
that many youth with SAD receive treatment due to the fact that they were 
thought to be just shy or socially awkward. Youth with SAD have intense 
fear of social and performance situations and activities, which can impact 
school performance and attendance. Symptoms of SAD include difficulty 
making and maintaining relationships; hesitancy; passivity; discomfort 
with attention; avoiding conversation and being unable to initiate it; avoid- 
ing invitations to hang out; avoiding meals in restaurants; avoiding calling, 
texting or emailing peers; avoiding eye contact with adults and peers; speak- 
ing softly; trailing off or mumbling when speaking; appearing isolated or 
on the fringe of social groups; sitting alone in the cafeteria or other social 
locations; being overly concerned with negative evaluation, humiliation, or 
embarrassment; difficulty with speaking in public, reading aloud, or being 
called on in class (Anxiety Disorder Association of America, 2020). 


Panic Disorder 


Panic disorder (PD) is diagnosed when one has two panic attacks followed 
by more than a month of worry that another panic attack will happen. 
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Symptoms of PD include a feeling of imminent danger or doom; the need to 
escape; rapid heartbeat; sweating; trembling, tingling; shortness of breath; 
smothering feeling; chest pain; nausea; dizziness; sense of unreality; fear 
of losing control; fear of dying; fear of going crazy; chills; or hot flashes 
(Anxiety Disorder Association of America, 2020). Agoraphobia (avoid- 
ing situations and places where panic attacks have taken place) frequently 
occurs with PD. In youth with agoraphobia, where the PD has happened in 
school, PD impacts truancy rates and the number of sick days taken (Anxi- 
ety Disorder Association of America, 2020). 


Specific Phobias 


It is not uncommon for children to have fears. However, specific phobias 
(SPs) are fears that have been continuous for over 6 months and get in the 
way of daily activities. SPs begin in childhood around the age of 7. Com- 
mon SPs include animals, storms, heights, water, blood, the dark, and med- 
ical procedures (Anxiety Disorder Association of America, 2020). Symp- 
toms of SPs in youth are an intense irrational fear of an object or situation, 
with the youth not recognizing that fear as irrational (Anxiety Disorder 
Association of America, 2020). Youth will avoid the object or situation 
through tantrums, clinging, avoidance, headaches, stomachaches, somatic 
complaints, or truancy (Anxiety Disorder Association of America, 2020). 
Thus, the symptoms of the SPs may be getting them in trouble at home or 
school, and if the school or family is not considering SPs as the root cause, 
the youth may be getting disciplined for their mental health issue instead of 
receiving treatment. 


Depression 


Depressive symptoms include feelings of sadness, loneliness, suicidal ide- 
ation, and self-dislike. These problems may not be apparent to anyone but 
the individual who experiences them, in contrast to externalizing behav- 
iors. Depression is thought to be caused by reduced levels of the neurotrans- 
mitter serotonin in the brain and an imbalance of the neurotransmitter 
norepinephrine (Dryden-Edward, 2020). Thus, there seems to also be a bio- 
logical reason for depression. Particularly influencing youth is the impact of 
hormonal fluctuations on depression (Dryden-Edward, 2020). Suicide will 
be discussed extensively in the next chapter. 


Major Depressive Disorder 


A major depressive disorder is diagnosed when one experiences five of the 
following symptoms within a 2-week period: depressed mood or easily 
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irritated; lack of interest in activities; weight loss or loss of appetite; tired- 
ness or loss of energy; feelings of worthlessness or inappropriate guilt; 
lack of ability to think or to concentrate; feelings of restlessness; recurrent 
thoughts of death with no concrete plan; insomnia or sleeping all of the 
time (NIMH, 2018b). Youth who are depressed are often misinterpreted 
by their friends or family who mistakenly believe the adolescents are angry 
with them, which then causes friends or family to remove themselves from 
interactions with the depressed youth. Frequently, those who are less than 
agreeable to be around are in the most need of support and understanding. 
This is particularly true of depressed youth. 


Dysthymia 


Dysthymia, also called persistent depressive disorder, is an ongoing 
depressed mood. Depression must last for 2 years to be considered dysthy- 
mia (NIMH, 2018b). Depression can be reduced or become more intense 
over the 2 years, but it never ceases (NIMH, 2018b). This is the ongoing 
“blues.” It does not have the intensity of a major depressive disorder, but it 
is more persistent. Emblematic of dysthymia is Winnie the Pooh’s donkey 
friend, Eeyore, who sees the world with a proverbial “glass always half 
empty.” 


Seasonal Affective Disorder 


Seasonal affective disorder refers to feelings of depression in a particular 
season. Most frequently, this disorder happens in the fall or winter (NIMH, 
2018b). It is a recurrent pattern that begins in the fall or winter and then 
improves in the spring (NIMH, 2018b). Youth who live in higher latitudes, 
where winter days are very short and there is little to do in the long winter 
months, are at greater risk for seasonal affective disorder. 


Prevalence of Adolescent Anxiety and Depression 


Fifty percent of all lifetime mental illness begins by age 14 (National Alli- 
ance on Mental Illness [NAMI], 2019). In the United States, 1 in 6 youth 
ages 6-17 experience mental health disorders each year (NAMI, 2019). 
However, only 50.6% of youth ages 6-17 receive treatment (NAMI, 2019). 
Sadly, the delay between mental health symptoms and receiving treatment 
in the United States is 11 years (NAMI, 2019). Thus, there is a long delay 
between symptoms and treatment, which increases daily dysfunction and 
isolation and decreases support. 

Over seventy percent (70.4%) of youth involved in the juvenile justice 
system have a diagnosed mental illness (NAMI, 2019). Additionally, 65% 
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of youth with a substance abuse disorder also have a mental health disorder 
(Child Mind Institute & Center on Addiction, 2019). Similarly, high school 
students with depression are twice as likely to drop out of school, compared 
to their peers (NAMI, 2019). Thus, many youth are getting into trouble, 
self-medicating with substances or becoming truant or ending their educa- 
tion prematurely, when, in fact, their underlying issue is a mental health 
disorder. It is therefore critical that a youth’s issues are correctly evaluated 
and the necessary treatment provided in a timely manner. Early mental 
health intervention changes the quality and trajectory of many youth’s lives. 


Anxiety 


Anxiety is the most common mental health issue. Over a third (33.7%) 
of the population will be affected by an anxiety disorder in their lifetime 
(Bandelow & Michaelis, 2015). However, only about half the cases of anxi- 
ety disorders were recognized by medical personnel (Bandelow & Michae- 
lis, 2015). Interestingly, prevalence rates of anxiety disorders are consistent 
across many different countries, therefore supporting a genetic or neuro- 
biological root to anxiety disorders (Bandelow & Michaelis, 2015). 

In the popular culture, it has been suggested that anxiety disorders 
are on the rise; however, it seems as if rates have remained stable over time 
(Bandelow & Michaelis, 2015). Surprisingly, anxiety disorders were first 
discussed in the medical literature in 1621 (Bandelow & Michaelis, 2015). 
Therefore, they have been around a long time, but just not always correctly 
identified. 

Anxiety disorders affect 25.1% of youth ages 13-18 (Anxiety Disor- 
der Association of America, 2020). The most common anxiety disorders 
in youth are SAD and SPs (Bandelow & Michaelis, 2015). The median 
age of onset of all anxiety disorders is 11 years old (Bandelow & Michae- 
lis, 2015). Thus, it is important for you as a clinician to consider that the 
behavior a youth is exhibiting may be due to an anxiety disorder and not 
purposeful noncompliance. Often acting out behavior is misunderstood as 
purposeful noncompliance when it instead expresses the fear to comply due 
to crippling anxiety. 


Depression 


Depression affects about 20% of teens (Dryden-Edward, 2020). Depres- 
sion may be seen as early as preschool and then reappear in childhood and 
adolescence. Seasonal affective disorder affects anywhere from 3 to 20% of 
the general population (Dryden-Edward, 2020). Recent research has found 
that about 30% of youth are at risk for depression (Kids Count, 2015). 
When split by race/ethnicity, African American youth are at 26% risk for 
depression; Asian American youth, at 27% risk; Latinx youth, at 32% risk; 
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and Caucasian youth, at 28% risk (Kids Count, 2015). Thus, there is some 
variation in depression between racial and ethnic groups. 


Comorbidity of Anxiety and Depression 


Comorbidity is the occurrence of one issue in combination with another 
issue. For instance, half of those diagnosed with depression are also diag- 
nosed with an anxiety disorder (Anxiety Disorder Association of America, 
2020). From a clinical perspective, it is important that other aspects of 
behavior or functioning are not overlooked. Thus, it may not simply be 
either depression or anxiety, but a constellation of behaviors that point to 
more than one mental health issue. In both anxiety and depression, it is 
important to consider if any comorbid issues are present. 


Anxiety 


There are many mental health and physical health issues that are comorbid 
with anxiety. They include obsessive-compulsive disorder (OCD); post- 
traumatic stress disorder (PTSD); attention-deficit/hyperactivity disorder 
(ADHD); bipolar disorder; depression; eating disorders; headaches; irrita- 
ble bowel syndrome (IBS); sleep disorders; substance use disorders (SUDs); 
and chronic pain (Anxiety Disorder Association of America, 2020). 


Depression 


There are many mental health and physical health issues that are comorbid 
with depression. They include anxiety; conduct disorder; ADHD; learning 
disability; SUDs; thyroid issues; and early pregnancy (Dryden-Edward, 2020). 


Protective and Risk Factors Related to Mental Health Issues 


Some protective factors may reduce the likelihood of mental health issues from 
occurring, and some risk factors may exacerbate mental health problems. 


Protective Factors 
Easy Temperament 


At the individual level, easy temperament has been linked to better func- 
tioning among youth. The lack of easy temperament was also predictive of 
depressive symptoms for youth (Laser et al., 2007a; Laser, Petersen, et al., 
2019). Its absence has also been linked to greater difficulty in negotiating 
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and adapting to change and eliciting positive responses from peers and 
adults (Chess & Thomas, 1996), which may, in turn, increase mental 
health problems. 


Positive Relationship with Parents 


Within the family microsystem, a positive relationship between a youth and 
their parent(s) has been predictive of better adjustment (Nicotera & Laser- 
Maira, 2017). This allows the youth to use their parents as a sounding board. 


Supportive Friends 


Extrafamilial factors such as positive experiences in the peer group play a 
pivotal role in youth’s healthy functioning. Supportive friends are viewed 
as a strong protective factor. Friends act to buffer the youth from the full 
impact of negative events and help them cope with adversity (Nicotera & 
Laser-Maira, 2017). 


Strong Partner Relationship 


The creation of a strong partner dyad is very important for resilient outcomes 
in youth. Studies show that involvement in a secure, committed relationship 
is an important protective factor especially if the individual has experienced 
difficulties in their family system (Nicotera & Laser-Maira, 2017). 


Risk Factors 
Severe Iliness 


A history of severe illness is predictive of more problematic outcomes (Nico- 
tera & Laser-Maira, 2017). A long-standing physical illness or a series of 
illnesses may be a significant stressor in and of itself, but it may also inter- 
fere with other activities that are important to youth, such as time with 
peers, involvement in sports, and missed classes. This might contribute to 
anxiety about school, social withdrawal, and difficulties in making and 
maintaining friendships. 


Lack of Parental Involvement 


Lack of parental involvement in the youth’s life has been found to be a 
significant risk factor for a variety of outcomes (Dryden-Edward, 2020; 
Laser et al., 2007a; Nicotera & Laser-Maira, 2017). Youth had more men- 
tal health problems if they perceived their parents to be uninvolved or dis- 
interested in their lives (Laser et al., 2007a). 
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History of Child Abuse 


A history of child abuse increases mental health issues (Dryden-Edward, 
2020; Laser et al., 2007a; Laser et al., 2019). Youth need to feel safe in 
their environment. If youth do not feel supported by their caregivers, they 
are less able to process difficulties in their lives, especially when they are 
coping with hard times and need support and guidance from the caretaker 
who has been abusive toward them. 


History of Domestic Violence 


A history of witnessing domestic violence increases mental health issues 
(Dryden-Edward, 2020; Laser et al., 2007a; Laser et al., 2019). Seeing 
their caregiver being hurt, either emotionally or physically, undermines 
the youth’s stability. It also makes the youth believe that they do not have 
agency over their own life. They feel powerless witnessing violence enacted 
against their caretaker and their caretaker not being able to defend them- 


self. 


Death of a Loved One or Loss of a Relationship 


The death of a loved one or the termination of an important relationship 
can increase mental health issues for youth (Dryden-Edward, 2020; Laser 
et al., 2007a; Laser et al., 2019). The longing for the relationship that no 
longer exists can be very devastating for youth. Especially, when those indi- 
viduals helped them understand and navigate the difficulties of life. Youth 
may feel lost without this person as a resource in their lives. 


History of Parental Mental Health Issues 


A history of parental mental health difficulties is associated with vulner- 
ability in their offspring (Laser et al., 2007a; Laser, Petersen, et al., 2019). 
Youth with depression are four times more likely to have a parent with 
depression than their nonaffected peers (Dryden-Edward, 2020). The link 
between parental mental health issues and mental health symptoms in 
youth may be due to shared genetic vulnerability, problematic family rela- 
tionships stemming from parental mental health issues, or a combination 
of genetic vulnerability and family dynamics. 


History of Frequent Corporal Punishment 


Greater vulnerability in youth is often found in a dysfunctional family envi- 
ronment. In particular, if the youth has been frequently disciplined by cor- 
poral punishment, their functioning may be compromised (Laser, Petersen, 
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et al., 2019). A history of corporal punishment was determined to be a 
stronger predictor of mental health problems among males than females 
(Laser et al., 2007a). 


Parental Favoritism of Sibling 


An additional family risk factor for mental health symptoms is parental 
favoritism of a sibling (Laser et al., 2007a). Youth seem to be acutely aware 
of the treatment they receive from parents relative to their siblings through- 
out childhood. Respondents who felt that parents favored their siblings 
reported more mental health symptoms (Laser et al., 2007a). 


History of Being Bullied 


Being bullied by peers as a child has been recognized as another risk factor 
for mental health symptoms during adolescence (Dryden-Edward, 2020; 
Laser, 2006; Laser et al., 2019). Peer acceptance is of paramount impor- 
tance for youth. Thus, being victimized by peers contributes to feelings of 
loneliness, sadness, lack of self-worth, and self-doubt. 


Poverty 


Youth from households of the lowest 20% socioeconomic status are four 
times more likely to experience severe mental health issues by the age of 11, 
compared to youth who are in the top 20% of households (Gutman, Joshi, 
Parsonage, & Schoon, 2015). Thus, living in poverty impacts mental health 
functioning. 


Gender 


More males than females have severe mental health issues (Gutman et al., 
2015), with males having twice the mental health issues as females (Gut- 
man et al., 2015). Males also frequently persist in mental health issues than 
females do (Gutman et al., 2015). However, females are twice as likely to 
experience depression than males (Dryden-Edward, 2020). 


Authentic Identity 


Some protective and risk factors are associated with an individual’s sense 
of acceptance, importance, and worth. Fundamental to adolescent develop- 
ment is a sense of self-identity and group identity, with a strong family base 
from which to launch. Many of these risks undermine the ability to create 
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an authentic identity, especially when family dynamics have not nurtured 
the individual’s development and peers have bullied them. 


Clinical Interventions with Adolescents with Mental Health Issues 
Cognitive-Behavioral Therapy 


The clinician can use CBT to help the youth gain insight into how they 
gather and support their beliefs about an incident or a situation. By doing 
so, the youth can perceive the incident differently and then react in a new 
way, both emotionally and behaviorally, in the future. Through CBT, the 
youth can learn how to change the conclusions they draw about an event 
and thereby transform their beliefs (Beck, 1995, 2021).The youth begins 
to understand that their prior conclusions often included errors in their 
own logic (Dobson, 2002). Thus, the painful feelings associated with 
those erroneous conclusions are no longer necessary. The youth learns 
how to think differently about an issue and therefore changes their behav- 
ior and feelings about it. The real or perceived interaction no longer holds 
the power it once did; it no longer elicits the emotions or behaviors it once 
did. 

CBT has been found to be extremely effective in youth with symptoms 
of anxiety (Haugland et al., 2020). Youth receiving 10 sessions of CBT have 
exhibited positive results, with the therapy helping them overcome their 
anxiety a year after the intervention (Haugland et al., 2020). 


CBT-Specific Helping Methods 
THOUGHT RECORDS 


To help a youth gain insight, some specific techniques can be used. First, 
to begin to assess the triggers that are associated with the behavior and 
the subsequent thoughts and emotions, it is often helpful to ask the youth 
to complete a thought record that includes basic information, such as the 
date of occurrence, situation, behaviors, emotions, thoughts, and responses 
(Dobson, 2002; Dobson & Dovois, 2019). The process of keeping a thought 
record can give them insight as they reflect on when the situation last hap- 
pened, how they reacted to the same situation in the past, and how they 
could change their reactions to the event in the future. The clinician should 
ask the following questions: 


When a certain trigger happened in the past, how did they react? 
How could they act differently? 
How could they perceive the incident differently? 
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If the youth perceived the incident differently, then how would this 
change their reaction to it? 

What were the youth’s feelings about the situation? 

How can the youth use those past feelings to interpret what is happen- 
ing in their life now? 

How does changing the youth’s thinking about the event alter their 
behavior and feelings? 


As anexample, 16-year-old Olivia, a shy and introverted young woman 
who suffers from anxiety disorder, often perceived that one girl in her class, 
Carly, frequently tried to intimidate her when Olivia was called on by the 
teacher. When looking at her thought record, it became clear to Olivia that 
she only had these feelings when she was being called on in class and not 
in other social situations. She was able to become aware that her anxious 
and humiliating feelings were being generated in response to the teacher’s 
request for her to participate in class, not by a perceived threat from Carly. 
When she understood the situation differently, Olivia was able to change 
her behavior and her overall feelings about the classroom experience. As 
Olivia began to comprehend that she had the inner strength to answer the 
teacher’s questions, especially because she knew the answers, her self-doubt 
was vanquished and she was able to more fully participate in class without 
worrying about her classmates’ perceptions of her. 


AFFECTIVE EDUCATION 


Affective education means teaching a youth how to learn to recognize, 
label, and develop a vocabulary to talk about their emotions. Through 
affective education, they can begin to understand that there are many emo- 
tions other than anger, which they may feel is the only emotion they are 
“allowed” to express. Frequently, in the United States, we do not provide 
our male youth with ample vocabulary to express their emotions effectively 
and, in consequence, they become cut off from their emotions and often 
do not understand how their emotions are affecting their behavior. In the 
extreme, this lack of understanding can lead to toxic masculinity, where 
the only acceptable emotion for cisgender males is anger; it acts as a dis- 
connect between fully experiencing their emotions and creates increased 
violent behavior (Castro, 2020). To reduce toxic masculinity, affective edu- 
cation can prove helpful. Youth can learn to understand the multitude of 
emotions in themselves and in others. 

Affective education can be taught, not only to cisgender male youth, 
but also to all youth by observing people, by viewing pictures or mov- 
ies, or by reading scenarios. Ask the youth to name the emotion and why 
they believe it is that emotion which is being conveyed. As this exercise 
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continues, it becomes a kind of game that they enjoy playing. Additionally, 
ask them these questions: 


When do they feel the emotion being discussed? 

What do they do when they feel that emotion? 

How does their body feel when they feel the emotion? 

When do they observe this same emotion in other important people in 
their life? 

How do they behave when they experience the emotion? 


With this knowledge, the youth can better assess their own emotions 
and those of others. 


BODY AWARENESS 


It is also beneficial to encourage youth to understand what their body is 
telling them when they feel stressed. Therefore, techniques such as tens- 
ing up their body and then relaxing it help them gain an understanding of 
how they physically react when stress starts to become overwhelming. The 
youth can also learn to self-soothe by relaxing their muscles, especially in 
their back, neck, arms, jaw, and forehead. Breathing techniques can be 
used in a similar way. First help the youth become aware when they are 
breathing heavily and then monitor and control their breathing. 


SELF-MONITORING 


Over time, the youth can begin to self-monitor when stressful situations are 
occurring and to think through how to deal with the situation. The youth 
can assess their feelings, what their body is doing, why they are feeling 
that way, and then think about how they can react rather than just react. 
One technique we have found effective when a youth is feeling stressed by 
or anxious about a particular situation is to help them remember to say 
to themselves, “Doubt the doubt.” Instead of the youth undermining or 
second-guessing their own ability to persevere, they can push those doubts 
out of their mind and continue forward. 


PROBLEM-SOLVING TECHNIQUES 


Another useful CBT technique is to help the youth use problem-solving 
strategies. The youth can be taught problem-solving techniques initially 
through modeling or role play and then by internalizing the strategies. 
First, the youth needs to define what the problem is. If they are in fam- 
ily therapy, the parent also needs to define what the problem is. This may 
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take some time since frequently the trigger and the underlying problem are 
different issues. As an example, Sandy lives alone with her father Mike 
and is experiencing a breakdown of communication with him. The trigger 
could be that when Sandy talks to her father, her father does not behave as 
if he is listening to her. The underlying feeling for Sandy is that her father 
does not care about her or her life. Then when Mike expresses an interest in 
spending time with Sandy, she is dismissive of her dad’s request and claims 
she already has plans. The underlying feeling for Mike is that Sandy no lon- 
ger wants to spend time with him. Through practice, father and daughter 
can learn how to overcome this pattern, but they may need some help in 
understanding what the core problem is. 

Second, the youth needs to generate as many solutions to the problem 
as possible. If they are in family therapy, the parents should also generate 
solutions. As the clinician, you should write down these solutions on paper, 
so they can be kept in mind. In the case of Sandy and Mike, they might 
suggest that they set aside a specific time every day to share information, 
that information is shared with the TV off, that they eat dinner together, 
that they have a father-daughter night each month, that Mike acknowl- 
edges what Sandy has said after she speaks, that Mike asks Sandy questions 
about her life, and so on. 

Then a solution that is agreeable to everyone needs to be chosen from 
the list that was previously created. It may be difficult to choose one solu- 
tion, but a commitment to a solution is necessary to solve the problem. 

Finally, the youth and/or the family commits to using the solution for 
the next week. Then when the youth and/or the family returns the follow- 
ing week, they assess the solution’s effectiveness at solving the problem, 
agree to continue with that solution, or mutually agree to try another solu- 
tion from the original list or generate new solutions that they can agree 
on. As the youth and/or family improves their ability to problem-solve, 
the activity will seem more second nature and a less difficult and forced 
process. 


RELAXATION TECHNIQUES 


Through increased self-awareness of both their mind and body through 
CBT, it is helpful for the youth to discover ways of reducing stress and anxi- 
ety. Centering activities (like yoga, meditation, or quiet reflection), prayer, 
massage, or a warm bath can become strategies that the youth will use to 
reduce stress in their life. Additionally, visioning activities, also called a 
“5-minute vacation,” are helpful when a youth begins to feel stressed. They 
take a moment to envision themself in a serene location (the beach, a for- 
est, looking at a mountain, near a waterfall, at grandma’s kitchen table; 
anywhere they feel comfort and at ease). Help the youth think about what 
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it looks like, feels like, smells like, and sounds like in that location. How do 
they feel in that place? Can they bring those same positive feelings to their 
present situation? When this technique is practiced, it can be very effective 
in helping to reduce stress. 

It should be noted that there are some disclaimers about the use of 
CBT. If the youth’s cognitive or emotional development is severely stunted, 
CBT may not be effective since the youth must possess the cognitive skill 
of thinking about thinking. Therefore, the youth needs to have reached 
formal operations (as discussed in Chapter 2) to be able to effectively use 
CBT. Second, the youth’s social and cultural context needs to be considered 
(Dobson, 2002) to assess whether their patterns of thinking result from 
culturally prescribed viewpoints. 


Dialectical Behavior Therapy 


DBT is a particular form of CBT. DBT emphasizes four areas: mindfulness, 
interpersonal effectiveness, emotional regulation, and distress tolerance 
(Linehan, 1993; Woodberry & Poepenoe, 2008). Through a series of ses- 
sions on each of the components, the client is able to change both their 
thinking and behavior. Through mindfulness training, the client is taught 
how to live in the moment and to experience their emotions with all of their 
senses. Interpersonal effectiveness teaches clients how to become better 
problem solvers in interpersonal communications and issues. It helps them 
learn to think about what they can change in relationships, what they can- 
not change in relationships, and how to differentiate between the two and 
not lose themselves or their integrity in relationships. Emotional regulation 
is basically affective education training, as previously discussed in the CBT 
section. Distress tolerance is a continuation of mindfulness skills in which 
the client is taught to see themself as a survivor of a negative event and to 
use skills such as self-soothing, thinking of the pros and cons of the prior 
event, and accepting themself for who they are. Other related skills youth 
can acquire through distress tolerance are learning how to say what they 
mean and mean what they say, and how to improve the current moment in 
their life. Both of these later skills are often worked on through role playing 
and self-imagining what the client might do in particular scenarios in their 
life. DBT works to change the client’s current thinking, so they can func- 
tion better in the present. 


Trauma-Informed Practices 


As discussed earlier in the chapter, anxiety and depression can be a comor- 
bid condition of PTSD or trauma. Thus, it is always important to ascertain 
if the symptoms of anxiety or depression are related to PTSD or trauma. 


Mental Health Issues in Adolescence 249 


If that is the core issue, then is important to work through the trauma, as 
discussed in Chapter 11. 


Grief Therapy 


Additionally, if the underlying issue of depression is a profound sense of 
loss, due to death or the end of a relationship, grief therapy should be con- 
sidered as a modality. Immediately after a loss, and for months afterward, 
it’s normal to have intense symptoms of shock, distress, sadness, poor appe- 
tite, trouble sleeping, and poor concentration. These symptoms will slowly 
diminish with the passage of time for most people and not need clinical 
intervention. However, it is estimated that about 10% of the population 
develop complex grief, which may last for years of intense longing for the 
missing person (Zisook & Shear, 2009). Complicated grief, which can look 
like depression, may need clinical intervention. In many cities, hospices 
sponsor grief groups for teens. 


The Ktibler-Ross Model 


There are two models of grief that have received notoriety. The first, the 
Kiibler-Ross model (2009), has come under fire because it is not an evidence- 
based practice; however, it still has clinical merit. The stages are denial: “This 
can’t be happening”; anger: “Why is this happening to me?”; bargaining: “I 
will do anything to change this”; depression: “What is the point of going 
on after this loss?”; and acceptance: “I know what happened and I can’t 
change it. Now I need to cope” (Kibler-Ross, 2009). These stages may not 
progress in the order specified here. Additionally, clients may return to ear- 
lier stages rather than continue in exact order of the stages. Similarly, cli- 
ents may spend a lot of time or little time or no time in some of the stages. 
Therefore, it is not a stage model, but frequently, the concepts of denial, 
anger, bargaining, depression, and acceptance are important themes during 
grief therapy and the clinician should anticipate that the client may need to 
discuss these issues. 


The Zisook and Shear Model 


An alternative model of grief has been posited by Zisook and Shear (2009). 
They consider four aspects of grief: separation distress: sadness, anxiety, 
pain, helplessness, anger, shame, yearning, and loneliness; traumatic dis- 
tress: disbelief and shock, intrusive thoughts in daily activities, and efforts 
to avoid the intrusive thoughts and the increase of strong emotions the 
intrusive thoughts produce; guilt, remorse, regrets: what they should have 
or would have done if they knew the person was no longer going to be with 
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them; and social withdrawal: removing oneself from sources of social sup- 
port and events that could support the individual. With these four aspects, 
there is no order to follow, and the grieving individual may be grappling 
with all or some of these issues concurrently, did so in the past, or will need 
to in the future. They are themes the clinician should be able to discuss in 
session with a grieving client. The clinician ought to consider that the griev- 
ing person may also need to speak to issues in both the Kibler-Ross and 
Zisook-Shear models. 


Additional Considerations 


When working with a grieving youth, the clinician should explore how the 
client is staying healthy. This includes eating, sleeping, exercise, social sup- 
port, and substance use. The clinician can alleviate the process of grief by 
encouraging the youth to make meaning of the loss and honoring it with a 
good-bye letter, a memory box that includes mementos of the individual, 
or a visit to a special place. It should be stressed that the process of grief is 
extremely influenced by cultural variations, thus precluding any established 
timeline. Additionally, grief may show itself again, especially around holi- 
days, anniversaries, and other reminders of the individual. 


Medication 


Some mental health issues are not ameliorated by talk therapy alone. It 
is always preferable to begin with talk therapy, like CBT, but in some 
instances, it is not effective on its own. Clinicians do not have the option 
of prescribing medication, but they may work beside or have access to 
consultation with medical or psychiatric doctors who can prescribe. It is 
important to inform the prescribing physician of all presenting symptoms 
and any underlying circumstances that may be contributing to the youth’s 
symptoms. For instance, if a youth recently experienced a loss, the behav- 
iors that they may be exhibiting are not typical behaviors for them. It is also 
important for the youth to understand the possible side effects or complica- 
tions of any medication. Youth who experiment with substances must be 
aware of the possible interactions between the prescribed medication and 
their substance of choice. 


Anxiety 


Anxiety disorders have been found to be most effectively treated through 
a combination of treatments, rather than just medication or psychological 
intervention alone (Anxiety Disorder Association of America, 2020). Selec- 
tive serotonin reuptake inhibitors (SSRIs) and serotonin—norepinephrine 
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reuptake inhibitors (SNRIs) are the most frequently prescribed medications 
for anxiety. However, all antidepressant medicines have been associated 
with increased suicidal thoughts and behaviors (Anxiety Disorder Associa- 
tion of America, 2020); thus, close coordination with the prescribing doc- 
tor is extremely important. 


Depression 


Similarly, depression because it has a biological root is effectively treated in 
combination with psychological and medical services. It is estimated that 
80% of youth will improve with a combination of talk therapy and medi- 
cation (Dryden-Edward, 2020). SSRIs are the most commonly prescribed; 
brand names include Prozac, Zoloft, Paxil, Luvox, Celexa, Lexapro, Trin- 
tellix, and Viibryd. 


Considerations for Clinicians 


It is important for the clinician to always ask if the youth has been pre- 
scribed any medications during the assessment session and to inquire again 
at later intervals. Additionally, it is important to ask if they are using any 
other substance to treat their mental health issue or to feel calmer, and for 
them to understand if there might be an interaction between their sub- 
stance of choice and the medication they have been prescribed. 

For the clinician, it is often difficult to keep up with the names of all 
the medications being prescribed for a youth. We have found it helpful to 
use a cell phone app like Psych drugs, which allows the clinician to quickly 
inform themself about any medication, its intended use, and any interac- 
tions or side effects. Additionally, if the youth explains that they are having 
side effects from the medication, it is important to keep an open line of 
communication with the prescribing doctor to make those concerns heard 
because the youth may only see the doctor periodically. It is also important 
to regularly ask if the client has seen their prescribing physician so that 
health and mental health concerns can be raised. 


Case Study 


James has many friends at school and is quite popular. Many of his teach- 
ers admire his work ethic and his ability to juggle so many tasks. James is 
involved in many extracurricular activities because he has been told that 
is what colleges want to see in a student’s application. He plays tennis and 
golf and is in the school band. Outwardly, James looks like he has it all 
together, but inside he is crumbling. He feels like a fraud and is nervous that 
people will see through him. He is nervous about maintaining his 4.0, he is 


252 CLINICAL INTERVENTIONS TO SUPPORT ADOLESCENTS 


nervous about not disappointing his parents, he is nervous that people will 
see he does not have it together at all, and he feels lost in pleasing everyone 
else and never feeling pleasure himself. He feels as is his life is a blur of 
activities, homework, and keeping up the facade. 

James feels that no one has really taken the time to get to know who he 
is. James does not feel that his parents know him. He is good at math and 
science, but what he loves is anthropology. He would love to spend time in 
Africa understanding the ways of his ancestors. He feels so much pressure 
from everyone to be all things to all people. With Jenny gone, he feels even 
more of a burden: to be the child his parents want him to be. He hates the 
idea of being a doctor, but he also hates the idea of letting his parents down 
because he sees what Jenny’s death has done to them. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


What risk factors does James have? 

What protective factors does James have? 

Is James anxious? Why or why not? 

Is James depressed? Why or why not? 

. How do you support James in connecting with his true passion? 
. How do you try to reduce James's pressure? 


NOARWNH 


How do you improve James’s relationship with his parents? 


Chapter Summary 


Anxiety and depression undermine many youth’s ability to completely be 
themselves at school, with their peers, with their family, and at work or 
while participating in extracurricular activities. Often youth will sabo- 
tage being fully engaged in their lives if they are suffering from anxiety or 
depression. This in itself is a great sadness. Youth suffering from anxiety 
or depression may seem like they are pushing friends, family, and caring 
adults away from them given their aloofness or surly behavior. However, 
what they really need are practitioners who can see past those behaviors 
and understand that the youth is hurting inside and needs clinical support 
to distance themself from their anxiety or depression. The clinician has 
tools such as CBT, DBT, trauma-informed practices, and grief therapy to 
support greater mental health in youth. It should be noted that the treat- 
ment of mental health issues is challenging, and practitioners in training 
are encouraged to discuss their ideas for interventions with a clinical super- 
visor who can guide their work. The next chapter, Chapter 15, will address 
suicidal behavior, self-injurious behavior, and suicide. 


CHAPTER 15 


Suicidal Thoughts 
and Related Behaviors 


Stacey Freedenthal 


Paistescecee can be a time of hope and discovery, a time when 
children gain more independence, deepen social ties, lean toward adult- 
hood, and make plans for the future. But, many adolescents feel they can- 
not endure the present. They want to end their life, and thousands do— 
more than 2,000 a year in the United States (CDC, 2020a). In recent years, 
suicide has claimed more U.S. adolescents than homicide and cancer com- 
bined, making it the leading cause of adolescent death behind accidents 
(CDC, 2020b). This chapter describes suicide and related behaviors, risk 
and protective factors, assessment of risk, and clinical interventions. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents with suicidal thoughts. Considering the implications for this 
case within the context of the risk factors, theory, assessment, and inter- 
vention strategies presented in the following pages will prepare you to 
assess and suggest interventions for this case study as it is developed in 
further detail at the end of the chapter. 


Fernando was in his Algebra 2 class when his mother sent the text “THEY 
GOT DAD.” Now 16, Fernando had feared this day for years. His father 
came to the United States from Mexico a decade before he met Fernando’s 
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mother. For various reasons, he wasn’t able to become a U.S. citizen. Fer- 
nando’s African American ancestors on his mother’s side of the family had 
come to the United States centuries earlier, against their will. Fernando’s 
father would now have to fight to stay. Immigration and Customs Enforce- 
ment (ICE) had arrested him, and the immigration attorney said he would 
likely be deported. 

That night, as Fernando tried to sleep, it all came over him at once. 
The fear. The sadness. The anger. “This is so unfair,” he thought as he 
lay in bed, struggling not to cry. His dad was a good man. He worked 
long hours at the factory to provide for his family. Fernando was wor- 
ried about money, his mother, his father, his own fate. A track star in his 
junior year, he was already being recruited by several universities around 
the country. With his father suddenly gone, he couldn’t leave his mother 
alone. Alone in the darkness, Fernando wondered what future awaited 
him. What would he do? Who would he become? What if something hap- 
pened to his mother, too? Fernando felt hopeless. “I haven’t just lost my 
father,” he thought. “I’ve lost my future.” 


Using the Ecological Perspective in Assessing Risk for Suicide 


For decades, researchers have focused predominantly on mental disorders 
as potential causes of adolescent suicide (Shahtahmasebi, 2013). It’s true 
that adolescents with suicidal thoughts or behavior are more likely than 
other adolescents to experience depression, bipolar disorder, anxiety, and 
posttraumatic stress disorder (PTSD; Nock et al., 2013). Yet, most youth 
with mental illness do not die by suicide, and many youth who die by sui- 
cide do not have a mental illness (Molina & Farley, 2019). 

Moving beyond the medical model, researchers and practitioners are 
increasingly recognizing suicide as a social justice issue requiring systemic 
change (Button & Marsh, 2019). Suicides often occur in the context of 
oppression and other injustice (Fitzpatrick, 2017). Youth who experience 
homophobia, racism, or bullying report more suicidal thoughts and behav- 
ior than others (John et al., 2018; Madubata, Spivey, Alvarez, Neblett, & 
Prinstein, 2019; Pereira & Rodrigues, 2015). Systemic issues such as pov- 
erty, unsafe neighborhoods, and poor access to mental health services are 
also tied to the risk of suicide in young people (Allen & Goldman-Mellor, 
2018; Goldstein, Prater, & Wickizer, 2019; Hoffmann, Farrell, Monu- 
teaux, Fleegler, & Lee, 2020). 

Suicide and related behaviors are complex; they never have a single 
cause. It is important to be mindful that both internal and external forces 
can create suicide risk. 
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Defining Suicide and Related Behaviors 


e Suicide. Suicide is intentional, self-inflicted death. It often can be 
difficult to distinguish accidental deaths from suicides, especially in the 
case of drug overdoses. 


e Suicide attempt. A suicide attempt is any act undertaken with at 
least some intent to end one’s life. Risky behaviors that indirectly could 
result in death over time, such as chronic drug use or unprotected sex, are 
not considered a suicide attempt. 


e Suicidal ideation. Suicidal ideation involves thoughts, plans, or 
mental imagery about intentionally ending one’s life. 


e Nonsuicidal self-injury. Nonsuicidal self-injury (NSSI) is defined as 
“the deliberate, self-inflicted damage of body tissue without suicidal intent 
and for purposes not socially or culturally sanctioned” (International Soci- 
ety for the Study of Self-Injury, 2018). The most common examples of NSSI 
include cutting, scratching, hitting, burning, and head-banging (Lewis & 
Heath, 2015). The requirement that NSSI directly damage body tissue 
excludes indirect forms of self-harm such as overdoses, food restriction, 
and substance use. 


e Self-injurious thoughts and behaviors. Self-injurious thoughts and 
behaviors include suicidal ideation, suicide attempt, suicide, and nonsui- 
cidal self-injury. 


Prevalence of Self-Injurious Thoughts and Behaviors 
Suicide 


Suicide rates among adolescents are steadily and dramatically increasing in 
the United States, although the worldwide rate for youth suicide rate has 
stayed relatively constant since 1995 (Glenn et al., 2020). For U.S. youth 
ages 12-18, the suicide rate was 7.9 per 100,000 in 2018 (CDC, 2020a). 
This represents a 100% increase since 2007, when the suicide rate for the 
same age group was 3.9 per 100,000 (CDC, 2020a). In all, 2,304 adoles- 
cents died by suicide in the United States in 2018 (CDC, 2020a). 

It is unknown why adolescent suicide rates in the United States dou- 
bled in only a decade or so. Possible explanations center on the influence of 
social media (Twenge, Joiner, Rogers, & Martin, 2017), as well as increases 
in online bullying, decreases in sleep, and rising academic pressures (Wan, 
2019). 
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Suicide Attempts 


An estimated 4-7% of adolescents have attempted suicide (Kann et al., 
2018; Lim et al., 2019; Nock et al., 2013). Of youth who contemplate sui- 
cide, one-third go on to attempt it, and most do so within a year of the first 
onset of suicidal ideation (Nock et al., 2013). 


Suicidal Ideation 


By age 18, 12-17% of youth have seriously considered suicide (Kann et al., 
2018; Nock et al., 2013). Suicidal thoughts increase dramatically during 
adolescence; fewer than 1% of children 10 years of age or younger have 
experienced suicidal ideation (Nock et al., 2013). 


Nonsuicidal Self-Injury 


Almost 1 in 4 adolescents (22.9%) have ever engaged in NSSI (Gillies et al., 
2018). The prevalence of youth who frequently harm themselves is much 
lower. For example, in a study of 2,100 adolescents in Belgium, 21.8% had 
ever engaged in any form of NSSI, 15.2% had at least one episode of NSSI 
in the prior year, 10.5% engaged in NSSI 5 or more days over the prior 
year, and 7.6% engaged in NSSI at least 10 days in the prior year (Buelens 
et al., 2020). NSSI is uncommon before adolescence. The typical age of 
onset is 13-16 years old (Muehlenkamp, Xhunga, & Brausch, 2019). 


Relationship of Suicidal and Nonsuicidal Self-Injurious Thoughts 
and Behaviors 


Suicidal and nonsuicidal self-injury can look very similar, especially when 
an adolescent cuts their wrist. The key distinction is intent. A youth who 
attempts suicide has at least some intent to end their life, whereas an ado- 
lescent who engages in NSSI typically does so to cope with life (Slesinger, 
Hayes, & Washburn, 2019). Nevertheless, NSSI can portend concurrent 
suicide risk and later suicidal acts. 

Adolescents who engage in NSSI are at least four times more likely 
than other adolescents to later attempt suicide (Ribeiro et al., 2016). In a 
study of incoming college students in Belgium and Australia, 12% of those 
with a history of NSSI had attempted suicide at least once (Kiekens, Hask- 
ing, Boyes, et al., 2018). By comparison, only 0.4% of the students without 
a history of NSSI had ever attempted suicide. 

In youth who report both NSSI and a suicide attempt, NSSI tends to 
occur after the onset of suicidal ideation but before the suicide attempt 
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(Glenn et al., 2017). This trajectory has prompted some researchers to label 
NSSI a “gateway” to suicide attempts and suicide itself (Whitlock et al., 
2013, p. 486). Among the many different ways that young people might 
choose to hurt themselves, hitting oneself, ingesting a substance that causes 
immediate tissue damage (e.g., bleach), and cutting oneself are methods 
that indicate greater risk of subsequent suicidal behavior (Ammerman et 
al., 2019). 


Risk Factors for Suicidal Thoughts and Behaviors 


Nobody knows for certain what causes young people to kill themselves. 
Researchers have identified many correlates of suicide and suicidal behav- 
iors, including demographic, psychological, and environmental character- 
istics. This section addresses key variables but is by no means exhaustive. 


Demographic Risk Factors 
Gender 


Boys are more likely than girls to die by suicide, and girls are more likely 
than boys to make a nonfatal suicide attempt. In the United States, the sui- 
cide rate among boys ages 12-18 is almost three times higher than the rate 
of girls in the same age group (CDC, 2020a). Among high school students, 
girls were almost twice as likely as boys to report suicidal ideation or a 
suicide attempt in the prior year (Kann et al., 2018). The gender disparity is 
less pronounced when it comes to NSSI, which is only slightly more preva- 
lent in female than male adolescents (Bresin & Schoenleber, 2015). 

Several potential explanations have been offered for the gender dispar- 
ities in suicide-related behaviors. Girls may be more likely to confide their 
problems in others, to ask for help, and to receive mental health services 
(Miranda-Mendizabal et al., 2019). Additionally, boys tend to use more 
lethal methods, such as firearms and hanging, whereas girls more often 
resort to self-poisoning and cutting (CDC, 2020a). 


Age 


Suicide risk increases dramatically beginning at age 10, when the U.S. rate 
is 0.5 per 100,000, and continues to increase steadily until age 21, when 
the suicide rate is 18.1 per 100,000 (CDC, 2020a). These changes may 
relate to physical and emotional shifts that occur with puberty (Rahman- 
dar & Biro, 2017), as well as to decreases in sleep (Chiu, Lee, Chen, Lai, & 
Tu, 2018), increases in impulsivity (Auerbach, Stewart, & Johnson, 2017), 
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the diminishing role of parents in favor of friends (Bokhorst, Sumter, & 
Westenberg, 2010), and the stress of moving toward independence (Sood 
& Linker, 2017). 


Race and Ethnicity 


Worldwide, many Indigenous adolescents face higher than average sui- 
cide risk (Pollock, Naicker, Loro, Mulay, & Colman, 2018). In the United 
States, this is seen in Indigenous American adolescents, whose suicide rates 
are almost two times higher than those of other youth (CDC, 2020a). 
White adolescents’ suicide rates are slightly higher than average (CDC, 
2020a). However, in recent years, African American adolescents have expe- 
rienced greater increases in suicide than other adolescents (Shain, 2019). 
African American and Latinx adolescent girls have elevated rates of suicide 
attempts (Kann et al., 2018). 


Sexual Orientation 


Extensive research has found lesbian, gay, and bisexual (LGB) youth to be 
at higher risk than heterosexual youth for a suicide attempt (di Giacomo, 
Krausz, Colmegna, Aspesi, & Clerici, 2018) and for NSSI (Monto, McRee, 
& Deryck, 2018). For example, 23% of LGB high school students in a U.S. 
national survey reported having attempted suicide, compared to 5.4% of 
heterosexual youth (Kann et al., 2018). In another example of how the 
environment can influence a person’s risk, possible explanations for LGB 
youth’s greater vulnerability to self-injurious thoughts and behavior include 
homophobia, bullying, stigma at school, family rejection, crime victimiza- 
tion, and other discrimination (Rimes et al., 2019; Turpin, Rosario, & 
Wang, 2020). 


Gender Identity 


Transgender adolescents face astonishingly high rates of suicidal thoughts 
and attempts. In a large U.S. study, 51% of transgender male adolescents, 
29% of transgender female adolescents, and 42% of gender-nonbinary 
adolescents (i.e., they did not identify exclusively as male or female) 
reported ever having attempted suicide, compared to 13% of cisgender 
youth (Toomey, Syvertsen, & Shramko, 2018). Trans and other gender 
nonconforming adolescents also face higher rates of NSSI (28%) than ado- 
lescents in general (Surace et al., 2020). As with LGB youth, suicide risk 
in trans youth may owe, at least in part, to maltreatment, stigmatization, 
rejection, and discrimination by others (Goldblum et al., 2012; Johns et 
al., 2019). 
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Psychological Risk Factors 
Acute Stress or Loss 


A major loss, such as a relationship breakup or rejection, often precedes 
an adolescent’s suicide (Molina & Farley, 2019). In a U.S. study of chil- 
dren ages 9-15 who died by suicide, 60% had experienced a stressful con- 
flict with peers, school, parents or police within 2 weeks of their death 
(Freuchen, Kjelsberg, Lundervold, & Groholt, 2012). Evidence suggests 
that in some adolescents who experience loss, trauma, or conflict, biologi- 
cal processes in the autonomic nervous system fail to modulate acute stress, 
and self-injurious behavior results (Miller & Prinstein, 2019). 


Psychological Pain 


Mental pain, sometimes called psychache in the literature (Shneidman, 
1993), is considered a key trigger for suicide and related behaviors. Such 
pain can include feelings of hopelessness, worthlessness, humiliation, 
shame, guilt, fear, self-hate, rage, or sadness. Mental pain can have external 
causes, such as the death of a loved one, and internal causes, such as depres- 
sion or anxiety (Orbach, 2003). In a U.S. study of adolescents admitted to 
a psychiatric hospital, the most frequent reasons they gave for their suicide 
attempt were their extreme emotional pain, hopelessness that it would end, 
and desire to escape (May, O’Brien, Liu, & Klonsky, 2016). 


Mental Illness 


Adolescents who die by suicide are 10 times more likely than other ado- 
lescents to have at least one mental disorder (Gili et al., 2019). Depressive 
and anxiety disorders are especially related to suicide and suicide attempts 
(Soto-Sanz et al., 2019). Other mental illnesses associated with adolescents’ 
increased suicide risk are PTSD, conduct disorder, bipolar disorder, schizo- 
phrenia, and eating disorder (King, Foster, & Rogalski, 2013). A study of 
incoming college students in Belgium found that roughly 4 out of 5 adoles- 
cents who engaged in NSSI had a mental disorder, most commonly depres- 
sion and anxiety (Kiekens, Hasking, Claes, et al., 2018). 


Substance Use 


Adolescents who misuse alcohol, marijuana, and other drugs report higher 
rates of suicidal thoughts, suicide attempts, and NSSI (Esposito-Smythers, 
Perloe, Machell, & Rallis, 2016; Nock et al., 2013). Smoking and the use of 
illicit drugs besides cannabis are more common in adolescents who attempt 
suicide relative to those with suicidal ideation only (Mars et al., 2019b). 
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Prior Self-Injury 


Both suicide attempts and NSSI are well-known risk factors for future sui- 
cidal behavior. At least 1 in 4 youth who end their life had a prior suicide 
attempt (Molina & Farley, 2019). In a longitudinal study in the United 
Kingdom, NSSI was the biggest predictor of a youth with suicidal ideation 
going on to attempt suicide (Mars et al., 2019a). 


Environmental Risk Factors 
Bullying 


Worldwide, adolescents who are targeted for bullying are more likely than 
youth who haven’t been bullied to experience suicidal ideation or attempt 
suicide (Tang et al., 2020). A U.S. study found that bullying at school was 
associated with more severe negative effects than online bullying, but that 
youth who experienced both forms of bullying were the most likely to 
report a suicide attempt (Hinduja & Patchin, 2019). Still, the pathway from 
bullying to suicide is not as simplistic as media reports often make it out to 
be (Young, Subramanian, Miles, Hinnant, & Andsager, 2017), and most 
youth who experience bullying electronically or on school grounds do not 
attempt suicide (CDC, 2020c). 


Academic Stress 


Dropping out of school, failing a class, and otherwise doing poorly aca- 
demically are associated with suicide attempts (Castellvi et al., 2020). Even 
among high-achieving students, the pressure to excel academically also can 
contribute to suicide risk (Song, Song, Seo, & Jin, 2016). 


Access to Firearms 


The presence of a firearm in the home appears to increase youth’s suicide 
risk above and beyond other suicide risk factors such as mental illness 
and prior suicide attempt (Knopov, Sherman, Raifman, Larson, & Siegel, 
2019). In a statistical analysis of statewide gun ownership rates, the youth 
suicide rate increased by 27% for each 10% increase in household gun 
ownership (Knopov et al., 2019). 


Self-Injurious Behavior in Friends or Family 


Adolescents personally familiar with someone who attempted or died by 
suicide are themselves more likely to attempt or die by suicide (Hill et al., 
2020). In a study of youth in China, this relationship was stronger when the 
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adolescent had a friend, rather than a family member, attempt or die by sui- 
cide, but adolescents who had both a friend and family member attempt or 
die by suicide were most likely to report that they also had thought about or 
attempted suicide (Liu et al., 2020). Youth with friends who engage in NSSI 
are more likely to do so than youth without self-harming peers (Schwartz- 
Mette & Lawrence, 2019). 


Protective Factors for Self-Injurious Thoughts and Behaviors 


Characteristics that protect youth from suicide risk have received far less 
attention from researchers than risk factors (Berk, 2019). Some factors 
associated with lower odds of an adolescent repeating a suicide attempt 
include hard work and achievement, physical recreation, and cooperative- 
ness (Mirkovic et al., 2020). Family and friend relationships appear to be 
stronger in youth who do not have suicidal thoughts or behavior, compared 
to those who do (van Meter, Paksarian, & Merikangas, 2019). Among les- 
bian, gay, and bisexual youth, protective factors for suicidality and NSSI 
include parent connectedness, connectedness to a nonparental adult, and a 
supportive school environment (Taliaferro & Muehlenkamp, 2017). Other 
characteristics associated with adolescents’ not engaging in NSSI include 
connectedness with parents and prosocial friends, positive identity, and 
empowerment (Taliaferro et al., 2020). 


Assessment of Adolescent Self-Injurious Thoughts and Behaviors 
Assessment of Suicidal Thoughts and Behavior 


The assessment of suicide risk is fraught with difficulty (Freedenthal, 
2007). A risk assessment interview relies mainly on the adolescent’s truth- 
ful disclosures of suicidal thoughts and intent, but the youth might keep 
their thoughts secret due to fear of hospitalization, judgment, stigma, and 
loss of privacy (Freedenthal & Stiffman, 2007). There is no interview or 
assessment instrument that can ascertain who will attempt or die by suicide 
(Large, 2018). Risk factors do not necessarily equate to higher risk in a 
specific adolescent. Some people have many risk factors for suicide but are 
not actually at immediate risk of killing themselves, whereas someone with 
few risk factors could be in extreme danger. 

For these reasons, social workers and other clinicians are not expected 
to predict who will die by suicide. Instead, the expectation is that workers 
assess youth to make the best estimate of suicide risk, document the assess- 
ment, and take measures to protect the person when necessary (Simon, 
2006). The risk assessment can contain multiple pieces: an interview with 
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the youth, standardized scales or questionnaires, and interviews with col- 
lateral sources such as parents or other service providers. 


Suicide Risk Assessment Interview 


It’s important to directly ask about suicidal thoughts and behaviors, with- 
out relying on the adolescent to bring up the topic (Freedenthal, 2018). 
Many clinicians are reluctant to do so, out of fear that they will plant the 
idea (Berman & Silverman, 2017). However, more than a dozen studies 
have found that directly people asking about suicidal thoughts does not 
do harm (Dazzi, Gribble, Wessely, & Fear, 2014). There is evidence that 
simply asking about suicidal thoughts or behaviors for a research study can 
have a helpful effect. One U.S. study asked some high school students, but 
not others, if they had thought about or attempted suicide (Gould et al., 
2005). Two days later, youth with depression or a previous suicide attempt 
had lower distress scores than comparable youth who were not asked. In a 
separate U.S. study, 4 out of 5 young people did not object to health profes- 
sionals asking if they had suicidal thoughts (Ross et al., 2016). As for the 
minority of youth who might dislike being asked, it is better to ask and 
then attend to the feelings that the question generates, than to not ask and 
neglect someone’s suicide risk. 

Validity techniques described by Shea (2011) can be used to convey a 
nonjudgmental stance. Not to be confused with validation, validity tech- 
niques frame questions with the intention of eliciting truthful (i.e., valid) 
information about an often stigmatized topic—in this case, suicide. The 
technique of normalization invokes other people’s experiences to make 
clear that the teen is not alone or deviant in considering suicide (e.g., 
“Many teens who are hurting want to end their life. Do you ever have 
suicidal thoughts?”). Shame attenuation conveys that the person’s situation 
understandably could give rise to the behaviors you’re asking about (e.g., 
“With all the intense suicidal thoughts you’ve been having, have you made 
a plan to kill yourself?”). 

A suicide risk assessment interview should go beyond merely estab- 
lishing whether the adolescent has suicidal thoughts. It’s also necessary 
to learn the frequency, intensity, and duration of suicidal thoughts; what 
precipitated the suicidal thoughts; whether the youth has made a plan to 
attempt suicide, what that plan entails (e.g., method, access to means, tim- 
ing), and what preparations, if any, the youth has made to carry out their 
plan; how much the youth intends to act on their suicidal thoughts; whether 
(and when, if so) the youth has attempted suicide or engaged in nonsuicidal 
self-injury; and whether someone the youth cares about has attempted or 
died by suicide (Freedenthal, 2018). Learn about the timing of suicidal 
thoughts and self-injurious behaviors: When did this first happen? When 
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did it happen most recently? Scaling questions can be useful. For example: 
“On a scale of 0-10, with 0 being not at all and 10 being completely, how 
much do you intend to act on your suicidal thoughts?” 

A risk assessment interview can resemble an interrogation if the clini- 
cian merely asks a litany of “yes/no” questions about suicide risk. That 
kind of interview usually meets the professional needs of the interviewer 
to gather information more than it meets the therapeutic needs of the ado- 
lescent to share the thoughts, feelings, and circumstances that make them 
want to die (Rogers & Soyka, 2004). To maintain a collaborative, thera- 
peutic stance, invite the adolescent to tell you the story of how they came to 
think of suicide (Michel & Valach, 2011). 

Potential protective factors also should be assessed. Learn what the 
adolescent’s reasons for living are. Even if they cannot identify any rea- 
sons, something has deterred them so far from dying by suicide. Asking, 
“What has stopped you?” can yield valuable information. Adolescents’ rea- 
sons for living may include fears of death, a desire to not harm loved ones, 
and hopes for the future (Gutierrez, Osman, Kopper, & Barrios, 2000). Be 
careful, however, not to place excessive importance on protective factors 
and reasons for living. An adolescent with numerous, compelling reasons 
to live may feel so much anguish, hopelessness, or other painful states that 
protective factors are too weak in comparison to actually protect them 
(Berman & Silverman, 2020). 


Scales and Questionnaires to Assess Suicide Risk 


Several scales, self-report questionnaires, and standardized interviews have 
been developed to assess suicide risk in adolescents. Such instruments are 
notoriously unreliable at predicting who will attempt or die by suicide 
(Harris, Beese, & Moore, 2019; Quinlivan et al., 2016). They should not 
take the place of a collaborative clinical interview, but scales and ques- 
tionnaires can provide an additional piece of information to inform your 
estimate of an adolescent’s suicide risk. Some suicide risk scales used with 
adolescents include the Columbia Suicide Severity Rating Scale (C-SSRS; 
Posner et al., 2011), the Suicide Status Form (Brausch et al., 2020), the 
Scale for Suicidal Ideation (Beck, Kovacs, & Weissmann, 1979; Holi et al., 
2005), and the Suicidal Ideation Questionnaire (Reynolds, 1987). Of these, 
only the C-SSRS is freely available; it can be obtained for free at http:// 
cssrs.columbia.edul. 


Interviews with Collateral Sources of Information 


Talking with parents and other service providers (e.g., primary care physi- 
cian, psychiatrist, teachers) can provide a fuller picture of an adolescent’s 
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suicide risk. They can report whether they have observed any warning signs 
of suicidal danger that the youth might not have disclosed to you, such 
as suicidal communications to others, recent trauma or loss, changes in 
behavior (e.g., increased aggression or impulsivity), substance use, expres- 
sions of hopelessness, or any self-harm (Moreno, 2016). Be aware, however, 
that youth often hide their suicidal thoughts from their parents. In a U.S. 
study of adolescents and parents, 50% of parents were unaware that their 
child had suicidal thoughts (Jones et al., 2019). 


Assessment of Adolescent NSSI 


To uncover whether an adolescent has engaged in NSSI, it’s useful here, 
too, to be direct: “Have you ever hurt yourself on purpose without intend- 
ing to end your life or attempt suicide, like cutting, biting, burning, hit- 
ting?” (Westers, Muehlenkamp, & Lau, 2016, p. 26). If the answer is “yes,” 
learn when the NSSI began, how frequently it occurs, and how recently it 
has happened. Ask about the methods used and the severity of injuries. 
Using the validity technique of normalization, uncover the reasons why the 
youth engages in NSSI: “A lot of teens tell me that self-harm helps them in 
some way. How does it help you?” As a general rule, always assess suicidal 
thoughts or behavior when a client has NSSI and vice versa. 


Clinical Interventions for Adolescents with Self-Injurious Thoughts 
and Behavior 


When helping an adolescent who wants to end their life, it’s important to 
focus first on the suicidal thoughts, rather than to assume that addressing 
symptoms of mental illness such as depression will naturally make the sui- 
cidal thoughts diminish (Meerwijk et al., 2016). Care focused on suicide 
risk begins with safety planning and can also include individual psycho- 
therapy, family therapy, medication, and hospitalization. Parents or guard- 
ians should be involved in the youth’s care where possible, especially for 
younger adolescents, though such involvement may need to be minimal for 
older adolescents. 


Safety Planning 


A safety plan calls for eliciting from the youth the warning signs that 
precede suicidal thoughts, coping skills and distractions they can use to 
resist suicidal thoughts, people and places they can turn to for help, and 
ways to make their environment safe by removing access to lethal means 


Suicidal Thoughts and Related Behaviors 265 


for suicide (Pettit, Buitron, & Green, 2018). Guide the youth to be very 
specific about what they can do and who they can turn to in a crisis so 
that they do not have to make such decisions in those perilous moments. 
Explore the pros and cons of following the safety plan. Research indi- 
cates that adding a motivational interviewing component increases the 
likelihood that adolescents will take the actions their plan specifies (Czyz, 
King, & Biermann, 2019). Frame the safety plan as a work in progress, 
one that can be revised if the youth finds it difficult to use. Have the youth 
write down the steps they will take, or you can complete the form for 
them. A commonly used safety plan template, developed by Stanley and 
Brown (2012), is available for free at www.suicidesafetyplan.com. There 
also are applications for phone or mobile devices, such as the Stanley— 
Brown Safety Plan and My3. 

A safety plan is not the same as a no-suicide contract or promise 
(sometimes called a safety contract). The key difference is that a no-sui- 
cide contract requires the youth to promise not to act on suicidal thoughts. 
Such promises do not actually prevent suicide (Garvey, Penn, Campbell, 
Esposito-Smythers, & Spirito, 2009) and can instead give the clinician a 
false sense of comfort (Lewis, 2007). 

An important component of the safety plan is to consider how youth’s 
access to lethal means such as firearms, medications, and sharp implements 
in the home can be reduced, if not eliminated. Parents or other caregiv- 
ers who own firearms should be advised to remove them from the home, 
if possible, or at least to securely lock them in a gun safe or elsewhere. 
Nonprescription medications such as acetaminophen (e.g., Tylenol) and 
ibuprofen (e.g., Advil) are lethal in large doses and should be locked away. 
Small, inexpensive personal safes or medication lock boxes can be used to 
keep medications, knives, razors, and other potential weapons out of the 
adolescent’s reach. 

Clinicians might choose to involve caregivers in the safety planning 
process or to have the youth share their plan with them afterward. How- 
ever, collaboration with parents about reducing access to lethal means in 
the home is essential. 


Individual Psychotherapy 


CBT and DBT, both of which are described in Chapter 14, reduce sui- 
cidal ideation, suicide attempts, and NSSI in many adolescents (Asarnow 
& Mehlum, 2019; Glenn, Esposito, Porter, & Robinson, 2019). Below are 
several key techniques from these therapies that may help young people to 
safely manage suicidal thoughts and, even better, restore hope and reasons 
for living (Freedenthal, 2018). 
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Alleviate Suffering 


Adolescents often need in-the-moment skills for coping with emotional pain 
and regulating their emotions. Identify successful ways that youth have 
coped in past crises, and teach new skills such as grounding techniques, 
relaxation and breathing exercises, anger management, problem solving, 
and healthy distractions (Linehan, 2014). Teaching skills in emotion regu- 
lation can be especially useful for adolescents who use NSSI to cope (Voon 
& Hasking, 2017). 


Challenging Thoughts That Cause Psychological Pain 


Express empathy with an adolescent who experiences psychological pain, 
listen actively and reflect the content and emotions of what they say, and 
validate that it makes sense to want to escape the pain. But don’t stop 
there. When their thoughts and perceptions create mental pain, teach youth 
not to believe everything they think. Educating clients about cognitive dis- 
tortions, such as all-or-nothing thinking, “catastrophizing,” and fortune- 
telling, can help them to identify when their thoughts mislead them. Useful 
questions include: Is your thought a fact or belief? What is the evidence 
that it’s not true (Beck, 2011). Thought records and coping statements can 
help the youth learn to challenge their thoughts and come up with realistic, 
compassionate alternatives. 


Cultivating Hope 


Generating hope and reasons for living is an important piece of cognitive 
behavior therapy for suicide prevention (Wenzel, Brown, & Beck, 2009). 
Eliciting the youth’s hopes, goals, and dreams for the future can foster rea- 
sons for living. A useful tool is a “hope kit,” in which a youth collects tan- 
gible reminders, such as photographs, emails, and song lyrics, of reasons to 
stay alive (Henriques, Beck, & Brown, 2003). A hope kit can take whatever 
form the adolescent chooses, whether an actual box, a scrapbook, an app 
such as My Virtual Hope Box on their phone, or something else. Wenzel 
and colleagues (2009) describe a youth who made their Converse high tops 
into a portable hope kit by drawing on their shoes reminders of what made 
life worth living. 


Conducting a Chain Analysis 


Behavior chain analysis calls for conceptualizing the emotions, thoughts, 
and actions that lead up to a problem behavior as links in a chain (Linehan, 
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2014). By analyzing these different links, youth can learn what precipi- 
tates their self-injurious thoughts and behaviors, where they could change 
the outcome by doing something different, and when they are particularly 
vulnerable to self-destructive thoughts. Chain analysis also can illuminate 
the functions and reinforcements of nonsuicidal-self injury and provide the 
opportunity for youth to discuss other, less dangerous behaviors that might 
achieve the same effects. For example, for a youth who uses NSSI to pierce 
feelings of numbness, holding an ice cube to their wrist could serve the 
same function. To conduct a chain analysis with a youth, ask them to walk 
you through the chain of events leading up to the problem behavior. Or, 
you could ask them to recount events backward from the behavior until 
they can discern what initially triggered it. 


Family Therapy 


Several individual psychotherapies with suicidal or self-harming ado- 
lescents, such as DBT adapted for suicidal adolescents, include a fam- 
ily component (Mehlum et al., 2019). Among family therapies designed 
for suicidal youth are attachment-based family therapy (Diamond et al., 
2019), family-focused CBT (Esposito-Smythers et al., 2019), systemic fam- 
ily therapy (Cottrell et al., 2018), the Resourceful Adolescent Parent Pro- 
gram (RAP-P; Pineda & Dadds, 2013), and Safe Alternatives for Teens and 
Youths (SAFETY; Asarnow, Hughes, Babeva, & Sugar, 2017). 


Medication 


Antidepressants are often prescribed to youth who present with mental 
health challenges associated with suicidal and self-injurious thoughts and 
behaviors (Piovani, Clavenna, & Bonati, 2019). Although antidepressants 
help some youth (Locher et al., 2017), they also have been linked to an 
increase in suicidal thoughts and behaviors in adolescents (Spielmans, 
Spence-Sing, & Parry, 2020). Clinicians should be mindful of these risks 
and coordinate with the youth’s prescribing physician or nurse if suicidal 
urges increase. 


Hospitalization 


In extreme cases where an adolescent is in immediate, substantial danger of 
attempting suicide and is unlikely to stay safe without constant supervision, 
psychiatric hospitalization usually is warranted (Pettit et al., 2018). Youth 
should be treated in the least restrictive environment possible, because hos- 
pitalization may have negative effects that actually increase suicide risk in 
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the long run (Ward-Ciesielski & Linehan, 2014). Additionally, the hospital- 
ized adolescent may learn of methods for self-injury from fellow inpatients 
(Taiminen, Kallio-Soukainen, Nokso-Koivisto, Kaljonen, & Kelenius, 
1998). Hospitalization is seldom necessary for NSSI alone (Plener et al., 
2016; Wester & Trepal, 2016). 


Case Study 


After his father was arrested by ICE, Fernando fell further into a spiral of 
hopelessness and sadness. For weeks, the same fearful thoughts coursed 
through Fernando’s head like a bad song on a radio that he couldn’t turn 
off. He had trouble eating. Sleep came only fitfully and briefly, just a few 
minutes at a time—sometimes, if he was lucky, an hour. He tried to do 
schoolwork and help his mother around the house, but it was impossible 
to concentrate. He felt too tired to work and too agitated to sleep. He 
stopped caring about schoolwork, or track, or universities. He thought, 
Why bother? In the span of 2 weeks, he went from earning all As and Bs to 
failing every one of his tests. 

Then, on yet another night with yet another bout of insomnia, he 
thought, “I’m done. I just want to go to sleep and never wake up.” He kept 
thinking of the hunting rifle that his father had kept in the hall closet. As 
his mother slept, he walked to the closet, held the rifle in his hands, imag- 
ined pulling the trigger. It scared him. “What am I thinking? I can’t hurt 
my mom like that. She’s already dealing with so much.” He went back to 
his room for another sleepless night. The next morning, quivering with 
fear, he confided in his mother. and she took him to a clinical social worker 
for an emergency appointment. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


. What risk factors for suicide does Fernando have? 

. What protective factors for suicide does he have? 

. What questions would you ask Fernando to better understand his suicide risk? 

. What are the primary problem and treatment goals for Fernando? 

. What treatment goals would you create for Fernando? 

. What would you do to help Fernando improve his coping skills during this crisis? 
. How would you involve his mother in his care? 


CON OA FP WN YS 


. What other professionals might you involve? 
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Chapter Summary 


Unfortunately, suicidal thoughts and behaviors, as well as NSSI, become 
more common in adolescence, and youth suicide rates in the United States 
have increased in recent years. It is crucial that clinicians proactively ask 
youth if they consider suicide, engage in NSSI, or have attempted suicide. 
Practitioners need to ask questions that enable a fuller understanding of the 
youth’s suicide risk, and to create a safety plan with the youth. Parents or 
guardians should be involved whenever possible. Possible treatment options 
include CBT, DBT, family therapy, medication, and hospitalization. 

It can be frightening to help an adolescent at risk for suicide. A life is at 
stake. Conducting a solid risk assessment and using evidence-based inter- 
ventions will help protect the youth from harm and the practitioner from 
liability. There are many options available for helping a youth to hurt less, 
hope more, cope better, understand themself, and stay alive. 

The next chapter, Chapter 16, will discuss the issues that sexually 
active teens face both physically and emotionally. 


CHAPTER 16 


Sexually Active Teens 


Rebecca Bolden, Shannon Sainer, 
and Julie Anne Laser 


Ya are generally in good physical health (see Chapter 2). 
They often believe because they possess adult-looking bodies, they are 
ready to be sexually active. Some youth are prepared for sexual involve- 
ment, and others are not. Some have learned how to keep themselves both 
mentally and physically safe and healthy. Others as a result of lack of infor- 
mation, incorrect information, and a natural proclivity to risk taking due 
to their developing brain (see Chapter 3) make ill-informed and sometimes 
dangerous choices about sexual activity. This chapter covers the issues that 
encompass teen sexual activity. In particular, the rates of teen sexual activ- 
ity, contraceptive use, STIs and HIV, teen pregnancy and parenting, adoles- 
cent relationship dynamics, and the influence of media and technology on 
sexual behaviors are discussed. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
adolescents and sexual activity. Considering the implications for this 
case within the context of protective and risk factors, resilience theory, 
assessment, and intervention strategies presented in the following pages 
will prepare you to assess and suggest interventions for this case study as 
it is developed in further detail at the end of the chapter. 


Carlos is a 16-year-old cisgender Latinx male who is a sophomore in high 
school. He has a girlfriend Lupita (age 15) who is a freshman at the same 
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high school. They have been dating for the past 5 months. Last weekend, 
Carlos was at a party with friends, where he “hooked up” with a senior 
classmate, Linda, who was drunk. She gave him a “blow job” in the bath- 
room at the party. Carlos feels guilty that he did this with Linda, but she 
was willing to engage in oral sex, whereas Lupita refuses. This week at 
school, Carlos learned that Linda had also been intimate with four other 
guys at the party and has quite a history of “servicing” the soccer team. 
Carlos wonders if he might have caught a sexually transmitted infection 
from Linda and whether he could pass it on to Lupita. Lupita has told 
Carlos that she is ready to take their relationship to the next level. They 
are planning on having intercourse for the first time this weekend. Lupita 
is a virgin. 


Using an Ecological Perspective to Better Understand 
Adolescent Sexual Behavior 


When discussing the sexual activity of youth, we cannot underestimate the 
influence of the environment on shaping behavior. Teens may model their 
sexual behavior on the behaviors of their peers or from the popular media. 
Research shows that family and school environments are most important 
for activities that define adolescent future orientation, but peers become 
increasingly more influential in activities that define their present activities 
and behavior; youth who believe their peers are all sexually active are more 
likely to be sexually active themselves (Widman, Choukas-Bradley, Helms, 
& Prinstein, 2016). Thus, it is important for practitioners who work with 
youth to ask, “What percentage of the kids you hang out with are sexu- 
ally active?” This gives the practitioner insight into what the client thinks 
their friends are doing and how they normalize themself to their friends. It 
should also be noted that many youth overestimate their own sexual activ- 
ity and that of their friends, so they seem more mature and popular. 

Asking about a friend’s sexual activity may give you an idea of the 
youth’s sexual activity, but you may need further clarification regarding 
particular sexual behaviors. Often asking whether an adolescent is sexu- 
ally active will generate different answers from asking if they are having 
intercourse or engaging in oral or anal sex. 

The question about peers’ sexual behavior opens up the dialogue to 
discuss a topic that frequently youth do not discuss with adults, namely, sex: 
in particular, their feelings about sex, their insecurities about it, pregnancy 
scares, bad experiences that they may have had, and any need for informa- 
tion about contraception or sexually transmitted infections (STIs). It has 
been our experience that the information youth receive about sex is often 
incorrect or has been only partly understood. With many schools no longer 


272 CLINICAL INTERVENTIONS TO SUPPORT ADOLESCENTS 


teaching sexual education in the classroom (Kann, Brener, & Allensworth, 
2001), sharing this information has been left to parents who frequently feel 
uncomfortable, are unsure, or are unable to initiate the important discus- 
sions about sexual activity and STIs with their youth. Nonetheless, teens 
agree that parents are the most influential when it comes to decisions about 
sex, followed by their friends (Albert, 2012). Between 2011 and 2013, 78% 
of females and 70% of males ages 15-19 indicated that they had talked to 
a parent about at least one sex education topic, such as how to say “no” to 
sex, where to get birth control, or how to prevent HIV infection (Lindberg, 
Maddow-Zimet, & Boonstra, 2016). 

Despite conversations with parents, many teens still receive much of 
their information about sexual activity from their peers, and much of this 
information tends to be inaccurate, containing potentially harmful myths. 
We have been told by pregnant teens that they understood they could not 
get pregnant if they had intercourse standing up, had intercourse when 
they were menstruating, if the male pulled out prior to ejaculation, or if she 
douched with Coca-Cola after intercourse. If youth do not have sources of 
sufficient information about contraception or STIs, they may look to the 
practitioner for information. 

Practitioners should be familiar with their agency’s policy related to 
discussing sexual activity, contraception, STI prevention, and pregnancy 
options with youth and, if possible, maintain a list of local organizations 
that can give the youth more information, and where they might obtain 
birth control or test for STIs. 


Sexual Activity Rates 


The 2017 National Youth Risk Behavior Surveillance (YRBS) Survey (Kann 
et al., 2018) found that nearly 20% of 9th graders have had sex and 3% of 
students participating in the YRBS reported having sex before the age of 
13. However, the proportion of high school students who have had sexual 
intercourse increases as they reach their late teens, and by 18 years of age, 
the number of sexually active youth rises to over 65% in the United States 
(Guttmacher Institute, 2019a). Therefore, during their adolescent years, 
most American youth are becoming sexually active. Some differences have 
been found in the rates of sexual activity between male and female teens. 
Males report that they are sexually active at higher rates than girls in every 
year of mid- to later adolescence: 9th-grade students (males 23%, females 
17%), 10th-grade students (boys 38%, girls 34%), 11th-grade students 
(males 49%, females 46%), 12th-grade students (males 59%, females 56%) 
(Kann et al., 2018).These findings may not be completely representative 
because it has been suggested that males frequently exaggerate their sexual 
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activities and females often diminish the frequency of their sexual interac- 
tions. Some have suggested that rates are at greater parity, but traditional 
cultural mores around acknowledging sexual activity account for the dif- 
ference. Therefore, “nice girls” are not stating that they are sexually active, 
and males who are perceived as “studs” but perhaps not sexually active 
are stating that they are (Lyons, Manning, Longmore, & Giordano, 2015). 

LGBTQQI+ youth frequently lack support in settings that promote 
healthy sexual development and feel unsafe asking for it, leading to poor 
education and adverse health outcomes that can then lead to risky sexual 
behavior (Kosciw et al., 2017). Among high school youth who identified 
as gay, lesbian, or bisexual, 48% reported ever having sexual intercourse, 
compared to 39% of their heterosexual peers. LGBTQQI+ youth were also 
more likely to have had four or more sexual partners (Kann et al., 2018). 
Youth who identified as transgender were more likely than their cisgen- 
der peers to have had sex before the age of 13, to have had four or more 
sexual partners, and to have used alcohol or drugs prior to the last time 
they engaged in sex (Johns et al., 2019). These data are aligned with other 
risk factors facing transgender youth, such as high rates of violence, sub- 
stance use, and suicide, and highlights the need for sex education inclusive 
to transgender youth and youth of all gender identities. 


Contraception Use and Safer Sex in Teens 


Thanks, in part, to decades of research in effective teen pregnancy and 
HIV-prevention programming, there is now a body of evidence on which 
interventions work in reducing sexual risk-taking behavior. Several pro- 
grams have now been proven to change sexual risk-taking behaviors and 
reduce teen pregnancy or HIV, and are considered to be “evidence-based” 
or “science-based” because they were evaluated using rigorous evaluation 
methodology, replicated, published in peer-reviewed academic journals, 
and shown to reduce sexual risk-taking behavior for a sustained period 
of time. Some evidence-based programs have been shown to delay sexual 
activity or increase safe-sex behaviors for up to 3 years after program 
implementation. Examples of programs proven to have a positive impact 
on sexual behavior include Becoming a Responsible Teen (BART), Draw 
the Line/Respect the Line, Making Proud Choices!, and SiHLE: Sisters, 
Informing, Healing, Living, Empowering, among many others. While tai- 
lored to distinct ages and audiences, each of these programs emphasizes 
clear health goals and types of behaviors that lead to achieving those goals, 
addresses risk and protective factors, and includes multiple activities and 
instructional methods responsive to teens’ cultural experiences, age, and 
sexual experience. Studies of these programs suggest that when originally 


274 CLINICAL INTERVENTIONS TO SUPPORT ADOLESCENTS 


implemented with fidelity in similar settings with similar populations of 
young people, their positive effects on reducing sexual risk-taking behavior 
are also replicated (Kirby, 2007). Evidence-based programs for reducing 
sexual risk-taking behavior deliver clear messages to youth on delaying (or 
abstaining) from sexual activity, in addition to information on contracep- 
tion and condom use if youth are sexually active. Such programs, though, 
do have one limitation: the amount of time needed to conduct research and 
assess program effectiveness, meaning that some information included in 
programs may become out-of-date or be missing important context and 
issues that teens today face. 

Condoms are the most commonly used method of contraception dur- 
ing adolescents’ first sexual intercourse. As they get older, teens are more 
likely to seek out other methods, such as birth control pills, a patch, a shot 
of Depo-Provera, or long-acting reversible contraceptives (LARCs) like an 
implant or intrauterine device (IUD; Guttmacher Institute, 2019a). Eighty- 
nine percent of females ages 15-19 and 94% of males reported using any 
kind of contraceptive method the last time they had sex (Guttmacher Insti- 
tute, 2019a). The use of LARCs has risen among teens as well as with- 
drawal in combination with another contraceptive method (Lindberg, San- 
telli, & Desai, 2018). 

It is important for educators and clinicians to provide information 
and services that youth know will remain confidential. One study showed 
that primary care clinicians either skipped over sexual health conversa- 
tions with teenage patients, or when they did occur, such conversations 
lasted, on average, 36 seconds (Alexander et al., 2014). Because so many 
options for contraception and safer sex exist, there is no one best method 
and decision making about different methods reflect an individual youth’s 
priorities, goals, and current needs. Additionally, the sexual health needs of 
LGBTQQI+ young people are often not addressed at all by educators and 
clinicians. One recent study showed that fewer than 7% of LGBTQQI:+ stu- 
dents reported that their health education included positive representations 
of LGBTQQI+-related topics (Kosciw et al., 2017), highlighting the urgent 
need to increase training for all youth-serving professionals to ensure that 
education and services are inclusive of the identities and experiences of all 
youth seeking information and support (Reitman et al., 2013). 

LARCs are considered to be extremely effective forms of contraception 
for adolescent and adult women, due to their high efficacy and continuation 
rates, and high satisfaction reported among women compared to other con- 
traception methods (American College of Obstetricians and Gynecologists 
[ACOG], 2018). Recent programs covering the cost of LARCs for teens and 
low-income women have had a significant impact on reducing unintended 
pregnancy and abortion rates. One of the most successful programs started 
in Colorado in 2008 and provided LARCs to more than 36,000 women, 
which resulted in teen birth and abortion rates declining by nearly 50% 
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over a 5-year period (Colorado Department of Public Health and Envi- 
ronment [CDPHE], 2017). Since the success of Colorado’s program, many 
other states have followed suit, using public funds to increase access to 
LARCs. 

As of 2019, federal law requires health insurance plans, including 
Medicaid, to cover all female contraceptive methods without out-of-pocket 
costs (Guttmacher Institute, 2019c). The Affordable Care Act, enacted and 
signed into law in 2010, allows health insurance plans to continue coverage 
of children up to the age of 26, regardless of where they live or the degree 
of their financial dependence on their parents. 

Young people have a right to privacy when accessing and obtaining 
contraceptive and sexual health services, and no state explicitly requires 
parental consent or notification for minors to access services (Guttmacher 
Institute, 2019b), though states vary in their protections of confidentiality 
on explanations of benefits after a minor has obtained services. Despite 
this, many young people are not aware of their rights to confidentiality, and 
those who do have concerns tend to be less likely to seek out the services 
they need (Fuentes, Ingerick, Jones, & Lindberg, 2018). 


STIs, Including HIV 


Adolescents are at greater risk for STIs than adults because they perceive 
themselves to be invulnerable due to their good health, anticipated long 
life, and risk-taking nature due to their developing brains. Youth frequently 
underestimate their chances of getting an STI or being infected with HIV. 
Research shows that young people ages 15-24 acquire half of all new STIs, 
and nearly 1 in 4 sexually active adolescent females has an STI, such as 
chlamydia or human papillomavirus (HPV). Nearly two-thirds of STIs 
among young people each year involve HPV, and chlamydia accounts for 
nearly 20% of all STI diagnoses (Satterwhite et al., 2013). STI rates among 
young people are on the rise, increasing nearly 30% from 2014 to 2018 
(CDC, 2019d). Part of the increase in rates may result from targeted screen- 
ings for young men and women, and thus higher reporting of an already 
existing prevalence of infections. Approximately one-fifth (21%) of all new 
HIV infections occur among young people under the age of 25, and most 
youth who are HIV positive were infected sexually (CDC, 2019c). HIV 
infection disproportionately affects young black and Latinx gay and bisex- 
ual men, or young men who have sex with other men. 


Risk Factors for STIs and HIV 


Barriers to accessing clinical services, such an inability to pay, lack of trans- 
portation, long waiting times, conflict between clinic hours and work or 
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school schedules, and concerns about confidentiality may all contribute to 
a higher prevalence of STIs among youth. Using drugs, heavy drinking, 
smoking, and multiple partners were noted risk factors for STIs (CDC, 
2019c). Risk factors that have been associated with HIV transmission spe- 
cifically include early age of sexual initiation, coming from a disadvantaged 
population, substance abuse, having an STI, lack of knowledge about HIV, 
poverty, and dropping out of school (CDC, 2019c). Young gay and bisexual 
men who have sex with older partners are also at greater risk for HIV infec- 
tion (CDC, 2019c). There is also still significant stigma and misinformation 
spread about HIV. More than one-third of young people surveyed incor- 
rectly believed that HIV could be transmitted through everyday items, such 
as the toilet or plates and glasses, and more than half incorrectly believed 
that HIV can be transmitted through saliva or by kissing (Kaiser Fam- 
ily Foundation, 2017). This misinformation spreads to stigma, with more 
than half of youth surveyed sharing they would be uncomfortable having 
a roommate with HIV or allowing someone with HIV to prepare food for 
them (Kaiser Family Foundation, 2017). 


Prevention of STIs and HIV 


It is important to help teens know what behaviors put them at risk for STIs: 
using drugs, heavy drinking, smoking, multiple partners, concurrent sex 
partners, and not using condoms. All of these risk behaviors make youth 
less inhibited sexually and less likely to think about having safe sex. There- 
fore, these behaviors put youth at greater risk for participating in unpro- 
tected sexual activity. 

However, just because they may not be participating in any high-risk 
behavior and think they are safe from disease, their partner may be (or 
may have been) involved in high-risk behavior, or that person might have 
previously maintained a sexual relationship with someone who had an STI. 
Practitioners should help youth understand that if they are sexually active, 
anyone whom their partner was ever sexually active with is a possible 
source of disease transmission. Therefore, if the youth is not consistently 
using a condom, they are putting themselves at risk for STIs. 

If the youth has been sexually active, especially with multiple partners, 
the practitioner should suggest that the teen, as part of their annual physi- 
cal, ask to be tested for STIs. Additionally, an HPV vaccine is available 
and recommended for all youth starting at age 11 as a way to prevent the 
types of infections that mostly likely to lead to cervical cancer. Increasing 
numbers of teens have been receiving the vaccine in recent years (69% of 
females and 64% of males as of 2017; Walker et al., 2017), and studies have 
confirmed significant declines in HPV infections as a result (Drolet et al., 
2015). 


Sexually Active Teens 277 


Evidence-based programs can also be effective in educating youth 
about preventing STIs and HIV, especially when programs are inclusive 
of the experiences of LGBTQQI+ youth, racial and ethnic minority youth, 
runaway youth, and homeless youth. Schools should be important partners 
in disseminating comprehensive information about sexual health and edu- 
cating youth about the prevention of HIV. Along with education, more rou- 
tine HIV testing can prevent HIV transmission and reinfection. In recent 
years, clinicians have also prescribed pre-exposure prophylaxis (PrEP) as 
a daily pill that protects against HIV for populations at high risk of infec- 
tion. In 2018, the FDA approved PrEP for use among adolescents at risk 
of becoming infected with HIV (U.S. Department of Health and Human 
Services, 2018). 


Teen Pregnancy 
Rates of Teen Pregnancy 


In 2017, births among young women ages 15-19 reached a historic low, with 
a total of 194,337 babies born and a birth rate of 18.8 per 1,000 women in 
this age group. The birth rate dropped 7% from 2016 (Martin, Hamilton, 
& Osterman, 2018) and more than 64% since 1991, which resulted in an 
estimated $4.4 billion in public savings in 2015 alone (Power to Decide, 
2018). Despite this progress, the teen birth rate in the United States is still 
much higher than that in other Westernized and industrial nations (Sedgh, 
Finer, Bankole, Eilers, & Singh, 2015), and significant disparities continue 
to exist across different racial and ethnic groups. Native American/Alaska 
Native teens had the highest birth rate (32.9%) among teens ages 15-19 
in 2017, and the birth rates of Latinx teens (28.9%) and non-Latinx Black 
teens (27.5%) were more than twice the birth rate for non-Latinx, White 
teens (13.2%) (Martin et al., 2018). There are also geographic disparities in 
teen birth rates; birth rates tend to be higher in rural counties versus urban 
counties, and between 2007 and 2015, the birth rate among teens in rural 
counties declined only 37% versus a 50% decline in large urban counties 
(Hamilton, Rossen, & Branum, 2016). 


Using an Ecological Perspective to Better Understand 
Teen Pregnancy 


Adolescent mothers are diverse. They come from all racial, ethnic, and 
income groups. There are adolescent mothers who are honor students and 
others who are in special education classes. Some adolescent mothers are 
well adjusted, and others are troubled or depressed. However, research 
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shows common risk factors associated with teen parents, and many studies 
report that adolescents who become parents have some characteristics that 
are different from their nonpregnant or parenting teens. Adolescents who 
are struggling in school, score low on standardized tests, or have dropped 
out of school are at risk for early childbearing (Penman-Aguilar, Carter, 
Snead, & Kourtis, 2013). Those who become parents as adolescents are 
more likely than their peers to have a history of sexual abuse, and to abuse 
alcohol or other drugs (Hendrick, Cance, & Maslowsky, 2016). A dispro- 
portionate number of teenage mothers live in families below the poverty 
line, with parents who obtained low levels of education and with mothers 
who had their first child as a teenager. Additionally, neighborhood risk 
factors contribute to teen parenting. Adolescents who become mothers are 
more likely to come from impoverished neighborhoods with a low median 
income and a high percentage of households receiving public assistance, 
communities where adults are less likely to have graduated from high school 
and/or achieved a college degree (Penman-Aguilar et al., 2013). The future 
the youth envision for themself may be strongly influenced by what they 
observe in their neighborhoods and communities. For young people living 
in poverty, teen pregnancy may not be perceived as an obstacle to success in 
the future; in fact, having a baby may be seen as an appealing path to gain 
attention, independence, and adult status (Hendrick et al., 2016). 


Adolescent Parenting 


How well adolescents deal with the challenges of parenting likely depends 
on protective factors that they possess, both internally and in their envi- 
ronment. The presence of a caring adult is an important factor for success 
among teen parents, and frequently, the mother’s or father’s family steps in 
to give support and to help with child care. The father of the child or the 
mother’s current partner can become a positive influence if he is involved. 
He may provide financial support for the family, emotional support for the 
mother, and care for the child. However, sometimes the father of the child 
plays only a peripheral role in the new family. This may be due to his lack 
of maturity if he is also a teen. 

Parenting teens may resort to some of the same practices used in their 
family of origin to parent their child, and in other cases, they may make 
a conscious choice to do things differently from the way they were par- 
ented. Certainly, adolescent mothers or fathers who were the recipient of 
poor parenting in their family of origin will not inevitably follow the same 
path. However, it may be difficult to provide optimal care for children if 
abusive or neglectful parenting is all that the young mothers or fathers 
have experienced, because they truly do not know what they should do as 
parents. Therefore, practitioners should connect young mothers and fathers 
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to parenting classes and online resources that discuss parenting, appropri- 
ate developmental milestones, and methods of dealing with the everyday 
stressors of parenting. Additionally, it is important to help mothers and 
fathers brainstorm about ways they can help alleviate stress in their lives. 
Supporting young parents secure economic opportunities and resources, 
and access to safe and positive school and community environments, will 
have beneficial outcomes for teen parents and their children (Black & Ford- 
Gilboe, 2004). 


Adolescent Relationship Dynamics 


While there has been some emphasis on teaching pregnancy and STI pre- 
vention to young people in recent years, many report receiving little to no 
information on how to develop a healthy romantic relationship and manage 
the emotional aspects involved, not just the physical and technical guid- 
ance on prevention. Although young people recognize pervasive issues with 
sexual harassment, 76% of youth surveyed stated they had never had a 
conversation with their parents about how to avoid sexually harassing oth- 
ers (Weissbourd, Anderson, Cashin, & McIntyre, 2017). 

Among young people ages 18-24 surveyed, 71% of males described 
their first sexual experience as wanted, 25% had mixed feelings about the 
encounter, and 4% indicated it was unwanted, compared to only 45% of 
females who said their first sexual experience was wanted, 51% had mixed 
feelings about the encounter, and 4% indicated it was unwanted (Guttm- 
acher Institute, 2019a). According to 2017 data, 11.3% of American teen 
females and 3.5% of American teen males report having been forced to 
have sexual intercourse when they did not want to. Additionally, 21.9% of 
students who identified as gay, lesbian, or bisexual, and 13.1% of students 
unsure of their sexual identity, reported being forced to have sexual inter- 
course when they did not want to, compared to 5.4% of their heterosexual 
peers (Kann et al., 2018). 

Violence between intimate partners can cover a wide range of behav- 
iors and is defined as physical, sexual, and/or psychological harm by 
a current or former romantic or dating partner. Research estimates the 
prevalence of intimate partner violence among adolescents to be anywhere 
between 10-53% of all relationships (Willie et al., 2019). Intimate partner 
violence can also include reproductive or contraception coercion, defined as 
an attempt to dictate and control a partner’s reproductive choices against 
their will, typically regarding threats to promote pregnancy, birth control 
sabotage, and/or controlling pregnancy outcomes. Young pregnant and 
parenting couples are especially at risk of experiencing intimate partner 
violence coupled with reproductive coercion (Willie et al., 2019). 


280 CLINICAL INTERVENTIONS TO SUPPORT ADOLESCENTS 


Beginning in 2006, the MeToo Movement was created to encour- 
age and support survivors of sexual violence in telling their stories to find 
resources and create solutions on a systemic level. The movement began 
with an emphasis on supporting Black women and girls, as well as other 
communities of color, young people, queer and trans individuals, and peo- 
ple with disabilities, with strategies that would place these groups—who 
historically had less power and privilege—at the forefront in order to seek 
long-term systemic change. Since the MeToo Movement has gone viral, 
young people have gotten involved to share their experiences and to tell 
their stories alongside adults. 

According to the MeToo Movement website, 1 in 4 girls and 1 in 6 
boys will be sexually abused before the age of 18. Twelve percent of trans- 
gender youth have also reported being sexually assaulted by peers or staff 
in a school setting (MeToo Movement, 2018). 

It is important to let young people know that they should never feel 
pressured to have sex or that they need to have sexual intercourse or per- 
form a sexual act on their partner to remain in their current relationship. 
Healthy relationships between young people should be based on mutual 
respect, trust, and clear communication to ensure both partners consent to 
any activity (Youth.gov, 2019). 


The Influence of the Media and Technology on Sexual Activity 


Adolescents often learn about sex from the media, such as television and 
movies, through observational learning of gender stereotypes and sexual 
scripts to adopt in their own behavior and relationships (Bleakley, Khurana, 
Hennessy, & Ellithorpe, 2018). Even beyond television and movies, the rise 
of smartphone use among adolescents has led to an increase in the acces- 
sibility of Internet pornography that can be difficult to track. Research 
estimates that anywhere from 7 to 59% of adolescents seek out and access 
pornography intentionally, versus accidentally stumbling across it (Kohut 
& Stulhofer, 2018). While research is mixed on the impact pornography 
has on youth self-perception, mental health, and well-being (Kohut & Stul- 
hofer, 2018), it is still vital for educators and trusted adults to talk about 
how pornography often does not portray realistic sexual relationships. In 
addition to pornography, the Internet has led to a rise of dating apps and 
opportunities for online relationships and partner seeking. Youth typically 
prone to risky behaviors are more likely to report being solicited online for 
sex and/or having sex with a partner they met online. Specifically, gay, les- 
bian, and bisexual youth were also more likely to report using the Internet 
to find potential sexual partners and were also more likely to have unpro- 
tected sex with a partner they met online (Rice et al., 2015). Sexual health 
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education programs and trusted adults should emphasize safety messages 
to youth when talking about the role of the Internet and media in sexual 
health. 

Adolescents sending sexual messages, photographs and/or videos elec- 
tronically is commonly known as sexting and has become increasingly 
common among young people. A nationally representative survey of middle 
and high school students in the United States found that approximately 
13% of youth had reported sending a sext to a peer, and nearly 19% had 
reported receiving a sext (Patchin & Hinduja, 2019). Research has addi- 
tionally determined associations between sexting and risky sexual behav- 
ior, anxiety and depression, and/or alcohol and drug use among youth 
(Mori, Temple, Browne, & Madigan, 2019). 

Many have suggested that this kind of communication is helpful to 
create hook-ups for the future. However, it also puts these youth in dan- 
ger for sexual victimization and the possibility that someone other than 
the intended recipient will view these photos. Practitioners working with 
a youth who is sexting should help them to understand that anything they 
may send or post will likely not remain private, which could cause embar- 
rassment and humiliation, or find its way to future employers or schools. 
Additionally, youth need to understand that they may be putting them- 
selves in danger of being victimized. There have been cases in the United 
States where the sender of a sexually explicit message was prosecuted for 
child pornography and, once convicted, was included in the National Sex 
Offender Registry. Though this seems extremely punitive, it underscores 
the need for trusted adults to talk to youth about sexting and its poten- 
tial legal consequences, as well as underscore the importance of consent 
between partners in any aspect of a relationship but especially when sex- 
ting is involved. 

The Internet provides vast opportunities to share information and 
resources for youth about sex and sexual health. Although there can be a 
downside to too much information, online educational resources can fill 
in the gaps left behind from missing or inadequate sexual health educa- 
tion provided by schools and/or parents. When asked about the feasibility 
and interest in using an online and mobile technology to access prevention 
information, both parents and youth agreed that technology was a helpful 
resource due to its accessibility, widespread use, and the user’s ability to get 
as much information as needed (Guilamo-Ramos et al., 2015). 


A Word about Clinical Interventions 


The best way a practitioner can work with youth regarding the discussion of 
sexual activity is to offer both information and to become a nonjudgmental 
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sounding board for youth’s emotional responses to sexual activity. Infor- 
mation gives the youth the ability to make informed choices of whether to 
be sexually active or not, and to be prepared and safe if they choose to be 
sexually active. 

Helping the youth become aware of the emotional issues connected to 
sexual activity is also very important. Sexual activity involves their bod- 
ies, their minds, and their emotions. It is critical for youth to understand 
that sex is not merely a physical event. The practitioner should help youth 
become aware of the level of maturity that is needed to untangle the emo- 
tional feelings from the physical desire of sexual activity. 

Additionally, the practitioner should be aware of and be able to refer 
youth to community services that offer birth control, sexual education 
classes, STI testing, HIV/AIDS testing, education and treatment, pregnancy 
testing and discussion of pregnancy options. It is also important to become 
acquainted with the individuals who work at those community services so 
you can refer a particular youth to the appropriate professional who will 
have the expertise and kindness to work with that youth. 


Case Study 


Lupita has been both excited and apprehensive about her first sexual expe- 
rience with Carlos this coming weekend. She believes that by having sex 
with Carlos, he will more fully commit to her. She fantasizes that she and 
Carlos will get married and always be together. She also told her best friend 
Simone that she was planning on having sex with Carlos. Simone assured 
Lupita that as long as she stood up while she was having sex and promptly 
went to the bathroom afterward, she couldn’t get pregnant. Lupita hopes 
Simone is right, as she does not want to talk to her mom about birth con- 
trol, because her mother has already stressed the importance of her remain- 
ing a virgin until she gets married. Lupita, only 15, does not drive, so she 
does not know where else to go to get information or birth control. Carlos 
is not a virgin. He has had many sexual experiences already with several 
different girls and one guy. Carlos hopes Lupita does not back out of her 
promise to him and is planning to break up with her if she does. 


QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


1. What are the risk factors for Lupita and Carlos? 
2. What are the protective factors for Lupita and Carlos? 


3. How can you as a practitioner support Lupita and Carlos in using safe-sex 
practices? 
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4. How can you as a practitioner impact the sexual risk-taking behaviors of youth? 
5. How can you as a practitioner support pregnant and parenting teens? 


Chapter Summary 


Some youth, due to media exposure, their friends’ poor advice, and their 
parents and other trusted adults in their lives remaining silent, are ill pre- 
pared for sexual activity. Often practitioners who work with youth need to 
fill this void so that adolescents understand how their bodies work, how to 
keep their bodies healthy and safe, and the emotional issues connected to 
sexual activity. Youth who are better informed can make better choices on 
when or if to be sexually active. They also can better protect themselves 
from STIs, HIV/AIDS, and unintended pregnancy. As a practitioner work- 
ing with youth, you may be the only person giving them accurate informa- 
tion. But, please make sure before doing so that your organization supports 
the open discussion of sexual activity, because some public and private 
organizations do not allow such dialogue, and support only referring the 
youth to an organization that does. Therefore, it is important to know your 
organization’s stance and to develop appropriate referral sources. In the 
chapter that follows, we will discuss youth involved in the juvenile justice 
system. 


CHAPTER 17 


Juvenile Justice Involved Youth 


As we have discussed throughout the book, youth are risk tak- 
ers. Many youth enjoy the adrenaline rush of being involved in an activity 
that is dangerous or illegal. They are often encouraged to behave poorly 
when in the company of their peers and usually believe that they will not 
get caught. However, those who take risks and get caught often become 
involved in the juvenile justice system. The experience of the juvenile jus- 
tice system can be extremely punitive. There are some risk factors that put 
youth at greater risk for involvement with the juvenile justice system and 
protective factors that decrease the likelihood of such involvement. Addi- 
tionally, there are some interventions that are particularly well suited for 
this population. 


Case Example: Who Are the Youth Represented in This Chapter? 


The following case example represents some of the concerns related to 
juvenile justice involved youth. Considering the implications for this case 
within the context of the risk factors, theory, assessment, and interven- 
tion strategies presented in the following pages will prepare you to assess 
and suggest interventions for this case study as it is developed in further 
detail at the end of the chapter. 


Marcus is a 17-year-old cisgender African American youth. He lives in 
an urban center and is being raised by his mother Linda and his older 
sister Matilda. Marcus was arrested by the police for trying to steal a car. 
Linda was angry at Marcus for getting into trouble. She did not pick him 
up directly from the police station and instead waited until morning to 
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retrieve him. Marcus’s estranged dad was in and out of trouble with the 
police, and no one has seen him for a number of years. Marcus is on pro- 
bation. His probation officer (PO) Renaldo sees Marcus monthly. Renaldo 
has ongoing contact with Linda, Matilda, and Marcus’s school. Marcus is 
also doing community service and attending group therapy. 


Defining Juvenile Justice Involved Youth 


Juvenile delinquency is defined as the “unlawful behavior by a young per- 
son up to age 18 in most states that is also considered criminal if committed 
by an adult” (Kratcoski, Dunn Kratcoski, & Kratcoski, 2020b). Thus, juve- 
nile delinquency is, in fact, a status offense, but it is also behavior deemed 
illegal at any age. The term juvenile delinquent is often used to describe 
youth who get into trouble with the law. 

We have found that many who are involved with the legal system feel 
particularly stigmatized when named juvenile delinquents, so instead we 
use the term juvenile justice involved youth. This connotation helps to con- 
vey their involvement with the legal system but is less pejorative. The reality 
is that “most young people are involved in some unlawful behavior during 
the adolescent years, but escape detection, apprehension, or court involve- 
ment. Only those who have been adjudicated delinquent by a juvenile court 
are designated juvenile delinquents” (Kratcoski et al., 2020b). Thus, juve- 
nile delinquents or juvenile justice involved youth had the bad luck to get 
caught. 


Prevalence of Juvenile Justice Involved Youth 
Age—Crime Curve 


More crimes are committed by adolescents than by humans of any other 
developmental stage (Loeber & Farrington, 2012; Steinberg, 2015). Arrests 
of youth begin to increase around age 10 and are at their highest level by 
18 (Loeber & Farrington, 2012; Steinberg, 2015). However, arrest rates 
steadily decline from 18 to 25 and then nearly diminish by age 30 (Loe- 
ber & Farrington, 2012; Steinberg, 2015). Thus, there seems to be an age 
crime curve with both violent and nonviolent crimes that puts the adoles- 
cent period in the zenith of the curve (Loeber & Farrington, 2012; Stein- 
berg, 2015). The curve at its highest may involve about 50% of youth at 
age 18 and then return to 10% as they enter adulthood at 25 (Loeber & 
Farrington, 2012). Therefore, most juvenile justice involved youth are not 
lifelong criminals, but only involved in criminal behavior during their teens 
and early 20s. 
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The curve’s decrease at age 25 is extremely hopeful, suggesting that 
this behavior only occurs for a certain period of adolescence and then more 
conventional behaviors resume in adulthood. The root causes of these 
behaviors are most likely connected to an adolescent’s developing brain (see 
Chapter 3) where the frontal lobe is not completely formed, when risk tak- 
ing is at its highest, and sensation seeking is placed above logical behavior, 
especially when youth are in groups of their peers. 

However, the U.S. legal system views adulthood as starting at 18 rather 
than 25, which causes many youth to become involved in both the juvenile 
and adult justice systems (Loeber & Farrington, 2012). Age 18 thus seems 
a very arbitrary and for many a very unfortunate demarcation from ado- 
lescence to adulthood. 


Prevalence Trends 


The United States has seen a decrease in the rate of arrests from its highest 
rate in 1996 to the present (Puzzanchera, 2019). However, there has been a 
slight increase in violent crimes committed by youth (Puzzanchera, 2019). 
While the first statistic is good news, it should be acknowledged that arrest 
rates do not equal illegal behavior and some police departments no longer 
have the person power or resources to monitor their streets as they once did. 


Prevalence by Gender and Gender Identity 


Many more males are juvenile justice involved than females (Liu & Miller, 
2020; Shannon, 2019). Approximately, 29% of youth arrested are female 
(Puzzanchera, 2019). Therefore, 71% of arrests are male (Puzzanchera, 
2019). The great majority of juvenile justice involved youth are thus male. 
There are no statistics with regard to nonbinary or trans juvenile justice 
involved youth. 


Prevalence by Race and Ethnicity 


Arrest rates for African American youth occur at a much higher rate than 
for any other race: Native American, Asian, or White (Office of Juvenile 
Justice and Delinquency Prevention [OJJDP], 2018; Puzzanchera, 2019). 
This higher arrest rate for African American youth includes both violent 
and nonviolent crime (OJJDP, 2018; Puzzanchera, 2019). The only excep- 
tion is that White youth are arrested at twice the rate of any other racial 
group for alcohol possession (OJJDP, 2018). White Americans make up 
61% of the U.S. population and African Americans only 13% (Duffin, 
2020). Thus, African American youth are overrepresented in the juvenile 
justice system, and this fact concerns many. 
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Among Latinx youth, there has been an 158% increase in arrests since 
1990 (OJJDP, 2019). Currently, Latinx youth represent 25% of all youth 
arrests in the United States (OJJDP, 2019). This is an increase from 12% 
in 1990 (OJJDP, 2019). The percent of female Latinx youth represent 24% 
of Latinx youth arrested (OJJDP, 2019), which is slightly lower (29%) 
than the national level of female youth arrested (Puzzanchera, 2019). It 
is unclear why a dramatic increase in male Latinx youth arrests has taken 
place. Latinx people make up approximately 18% of the U.S. population 
(Flores, Lopez, & Krogstad, 2019). The current arrest rate of Latinx youth, 
at 25% of all youth, also points to an overrepresentation of Latinx youth in 
the juvenile justice system. 

It is extremely troubling that communities of color are overrepresented 
in the juvenile justice statistics in the United States. It must be assumed that 
biases, prejudices, profiling, and institutional racism are influencing these 
arrests numbers. 


Juvenile Justice Involved Youth in Adult Prisons 


Criminal justice policies have made it possible for youth to be tried as adults 
in the U.S. courts and incarcerated in adult prisons (Kolivoski & Shook, 
2016). Research is demonstrating the deleterious effects of this on the lives 
and trajectories of youth. For example, youth serving time in adult prisons 
have much greater rates of victimization and tend to exhibit more depres- 
sion and suicidality (Ng, Shen, et al., 2011). They also do not have the 
same access to programs that are made available to youth incarcerated in 
designated youth serving criminal justice facilities (Ng, Sarri, et al., 2012). 
When released, youth who were confined in adult prisons are more apt to 
re-offend, often re-offending more quickly and committing more serious 
offenses when they do recidivate (Fagan, 2008; Redding, 2010). Kolivoski 
and Shook, (2016) have indicated that adult prisons cannot attend to the 
needs of youth whose developmental processes are far behind the adults 
with whom they are incarcerated. These scholars also point out that adult 
prisons put youth incarcerated in them at risk of physical and emotional 
harm (Kolivoski & Shook, 2016). 

Youth’s needs for education and health care, as well as social emotional 
development, do not align with those of the adult inmates surrounding them 
(Wills, 2017). Wills (2017) points to the educational services found in youth 
serving criminal justice environments that are absent in adult prisons: “The 
juvenile corrections system aspires to provide developmentally-informed 
rehabilitation and programming for youths. They must attend school, as is 
required by law, and are eligible to receive accommodations for mental dis- 
orders, including intellectual disability, autism spectrum disorder, learning 
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disorders, and attention-deficit/hyperactivity disorder (ADHD)” (p. 26). 
Practitioners who serve inmates in adult prisons are also not likely to be 
trained in the specific knowledge of clinical work with youth, so when they 
must serve adolescents in the adult prison environment, they often miss out 
on important details that might assist the youth or provide a fuller assess- 
ment and plan for treatment (Wills, 2017). Clinicians reading this book 
are in the process of being trained to understand the needs of youth, and 
therefore, if they choose to work with juvenile justice involved youth, they 
may strive to serve those youth who are incarcerated in adult facilities or at 
least to advocate for their needs. 


Juvenile Justice Involved Youth from an Ecological Perspective 
Risk Factors 
Internal and Developmental Risk Factors 


There are some lived experiences that increase the odds of youth becom- 
ing involved in the juvenile justice system—particularly a history of sexual 
abuse (Laser et al., 2007b) and a history of corporal punishment by par- 
ents (Laser et al., 2007b). Someome personal characteristics, such as low 
self-control (Lee, Moon, & Garcia, 2020) and impulsivity (Loeber & Far- 
rington, 2012), also increase the odds of youth getting into trouble. Addi- 
tionally, youth with mental illness (Loeber & Farrington, 2012) are more 
likely to be involved in the juvenile justice system and serve as adults in 
the prison system (Laser-Maira et al., 2018). Youth with substance abuse 
issues (Loeber & Farrington, 2012) are also more likely to get themselves 
in trouble. 


Family Risk Factors 


There are some family risk factors that increase the odds of becoming 
involved in the juvenile justice system, such as witnessing domestic violence 
(Laser et al., 2007b). Additionally, youth who have experienced a high fre- 
quency of moving (Kratcoski, Dunn Kratcoski, & Kratcoski, 2020a; Laser 
et al., 2007b) are less stable, have fewer supports, and are more likely to be 
involved in the juvenile justice system. 


Neighborhood Risk Factors 


Many environmental risk factors put youth at greater risk for involvement 
with the juvenile justice system, for instance, living in a neighborhood 
that is not safe (Kratcoski et al., 2020a; Laser et al., 2007b; Loeber & 
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Farrington, 2012; Shannon, 2019). Additionally, living in a high-density 
population area (Kratcoski et al., 2020a; Shannon, 2019) may contribute 
to an increase in involvement with the juvenile justice system. The lack of 
opportunity in neighborhoods (Kratcoski et al., 2020a) increases the likeli- 
hood that youth will become involved in illegal pursuits. Furthermore, liv- 
ing in a neighborhood that is unsafe often undermines the ability to create 
neighborhood networks and social support, thus undermining neighbor- 
hood cohesion (Cicchetti et al., 2000). 


School Risk Factors 


Within the school microsystem, there are numerous risk factors that 
increase the odds of involvement with the juvenile justice system. These 
include truancy (Laser et al., 2007b) and poor performance in school (Her- 
nandez, 1999). Also, youth who have been bullied (Cullen, Unnever, Hart- 
man, Turner, & Agnew, 2008) are more likely to become involved in illegal 
activity. Additionally, negative peer influences (Shannon, 2019) of friends 
increase the likelihood of involvement with the juvenile justice system. 


Macrosytemic Influences 


Various macrosytemic influences undermine healthy development and 
functioning and increase the likelihood of involvement in illegal activities. 
Marginizalization (Steinberg, 2015), poverty (Kratcoski et al., 2020a; Loe- 
ber & Farrington, 2012; Steinberg, 2015), and the acceptance of crime 
as normal (Kratcoski et al., 2020a) all undermine youth development and 
exacerbate the likelihood of youth crime. 


Protective Factors 
Internal Protective Factors 


Youth with greater moral development (Laser et al., 2007b) and greater 
self-regulation (Ford & Blaustein, 2013) are less likely to become involved 
in illegal activities. Additionally, being female predisposes youth to be less 
involved in criminal activity (Liu & Miller, 2020; Shannon, 2019). 


Family Protective Factors 


There are a number of relational and parenting strategies that support 
youth’s avoiding criminal activity. A strong relationship with a parent 
(Laser et al., 2007b; Lee et al., 2020) has been found to help a youth be 
able to sidestep criminal activity. Additionally, families that provide a safe 
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haven (Steinberg, 2015) for their youth help them steer clear of illegal activ- 
ities even when their neighborhood is dangerous, and peers try to enlist 
them in illegal behavior. 

The style and quality of parenting improve youth’s ability to circum- 
vent illegal behavior. Parents who praise accomplishments (Steinberg, 
2015), are responsive to youth’s emotional needs (Steinberg, 2015), and 
are involved in a youth’s life (Steinberg, 2015) support youth to avoid ille- 
gal behavior. Parents that exhibit consistency in parenting and limit set- 
ting (Steinberg, 2015), state their expectations unambiguously (Steinberg, 
2015), and explain rules (Steinberg, 2015) offer clear alternatives to illegal 
behavior. When youth do get in trouble, parents who are fair (Steinberg, 
2015) and refrain from meting out harsh punishment (Steinberg, 2015) so 
that no resentment lingers, but continue their communication, support, and 
reexplanation of clear consistent rules and limit setting raise youth who 
better avoid future trouble. 


School Protective Factors 


In the school microsystem, some protective factors support youth in steer- 
ing clear of problems with the law. Schools that foster a sense of belonging 
(Laser et al., 2007b) create students who want to be at school and not on 
the street. Additionally, if the youth has a social reason to be in school, 
they are more likely to show up and not become involved in criminal activ- 
ity. For instance, if the youth has a secure committed relationship, they 
are more likely to avoid trouble (Werner, 1994; Werner & Smith, 2001). 
Additionally, supportive friends increase social competence, self-worth, 
and school competence (Cauce, Mason, Gonzalez, Hiraga, & Liu, 1994), 
thus making school a positive and supportive place for youth to be. 


Neighborhood Protective Factors 


The neighborhood can also have a positive influence on the youth to avoid 
trouble. Youth who experience a sense of community will more likely avoid 
criminal activity. The bonds youth form with pro-social adults in the com- 
munity and community organizations are important for their resilience 
(Bogenschneider, 1998; Brazelton & Greenspan, 2000; Roth & Brooks- 
Gunn, 2000). This includes perceptions that each youth envisions them- 
self as a member of the community. For youth, community membership 
includes both status and responsibility. This combination of status, giv- 
ing them an identity (which is extremely important for youth to create in 
adolescence) and responsibility (duties come with this status) helps youth 
sidestep negative influences. 
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Neighborhoods that practice collective efficacy support youth in 
avoiding criminal activity. Collective efficacy has been defined by Burton 
and Jarrett (2000) as the “extent to which social ties among residents facili- 
tate the collective monitoring of children relative to shared neighborhood 
norms and practices” (p. 1118). Neighborhoods that emphasize collective 
efficacy are more vibrant and achieve greater cohesion (Burton & Jarrett, 
2000; Leventhal & Brooks-Gunn, 2000). Increased collective efficacy has 
been found to improve outcomes for youth to stay out of trouble because all 
members of the neighborhood are looking out for their youth. 


Clinical Interventions with Adolescents Involved in the Juvenile 
Justice System 


Experiential Therapy 


As already discussed with respect to internal assets (Chapter 5), trauma 
(Chapter 11), and substance use and dependence (Chapter 12), experiential 
therapy is also very effective for working with youth in the juvenile justice 
system. The emphasis in experiential therapy for the body to remain active 
and engaged while they are in clinical therapy has a very positive effect on 
juvenile justice involved youth. 

As this book is written, we are in the midst of collecting data on the 
effectiveness of experiential therapy with this population. Our preliminary 
results have found that youth in the juvenile justice system really enjoy their 
involvement in experiential therapy and make the connections from expe- 
riential therapy to other spheres of their life. Interestingly, we have discov- 
ered that youth in the juvenile justice system also remember the experiential 
therapy better than talk therapy, and can access and return to the lessons 
learned from experiential therapy better than they can with regard to talk 
therapy. We believe this clinical intervention is extremely effective with this 
population due to their enjoyment of the adrenaline rush, adventure, and 
excitement, which may have contributed to their involvement in the juvenile 
justice system in the first place. Thus, experiential therapy use their natural 
tendencies to support increased well-being and resilience. 


Restorative Justice Interventions 


The aim of restorative justice (RJ) is to bring together the community 
around an offender and a victim to, in effect, restore the wrong that has 
been done to the victim and restore the offender’s relationship with the vic- 
tim and the community (Sherman & Strang, 2007). “RJ programs are typi- 
cally based on a non-adversarial interaction between victims, offenders, 
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and other individuals impacted by the criminal act in order to repair the 
damage caused by the crime and to encourage offender accountability” 
(Bouffard, Cooper, & Bergseth, 2016, p. 1). Research suggests that RJ can 
be efficacious for reducing the risk of recidivism among youth even after a 
4-year follow-up (Bergseth & Bouffard, 2007). In fact, one study reports 
that youth who participated in an RJ program had lower rates of recidivism 
for longer periods of time than youth whose path went through traditional 
juvenile justice systems (Bergseth & Bouffard, 2012). 

There are various models of RJ that use different types of processes 
and may emphasize different aspects of RJ. Here, we discuss one model, the 
balanced and restorative justice model (BARJ; Pranis, Bazemore, Umbreit, 
& Lipkin, 1998), because scholars have worked to embed a positive youth 
development (PYD) framework within it (Dillard, Newman, & Kim, 2019) 
and the focus on PYD aligns with one of the foundational theories for this 
book. BARJ has three central aims. One is to have the youth who offended 
learn accountability by having the community hold them accountable for 
the criminal act they committed, such that the youth also learns they have 
a duty as a member of the community and every action has a consequence 
for which each community member, including the youth, must answer (Dil- 
lard et al., 2019). The second aim of BARJ is the safety of the community, 
such that the RJ practices allow community members to engage with the 
youth who offended and to remain connected in determining how justice 
will be restored (Dillard et al., 2019). The aim of BARJ is for the youth who 
offended to develop competence that they did not have prior to participat- 
ing in the process, such as the capacity to regulate their behavior, and skills 
that will allow them to return as a full community member with the means 
to reduce the risk factors in their life (Dillard et al., 2019). 

Dillard and colleagues critique BARJ for placing more emphasis on the 
first two aims, while the third aim, building competency in the youth who 
offended, receives less weight (Dillard et al., 2019). In answer to that criti- 
cism, they describe the role that PYD can have in BARJ as a means to bol- 
ster the youth competency aim. They point out that the National Juvenile 
Justice Network has proposed that RJ programs incorporate the principles 
of PYD (Dillard et al., 2019). In light of this, Dillard and colleagues present 
their own model for such an incorporation. While readers are encouraged 
to read and review their complete article, we present some of their recom- 
mendations here. They align each of the six Cs of PYD (competence, confi- 
dence, connection, character, caring, and contribution; Lerner, 2002) with 
different elements of RJ. For example, in regard to connection, Dillard and 
colleagues suggest that BARJ focus on having the offending youth extend 
their experience to build linkages within the community in ways that sup- 
port their continued positive growth after the RJ components are completed 
(Dillard et al., 2019). In terms of caring, Dillard and colleagues propose 
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that the youth who offended use the RJ process to take responsibility for 
the way their crime impacted those involved and the community, and work 
to remedy the damage done (Dillard et al., 2019). Practitioners who are 
interested in learning more about RJ are encouraged to seek out trainings 
and mentorship for this powerful tool that can create change in a way that 
imprisonment cannot. 


Trauma-Informed Mind-Body Practices 


A vast majority of youth in the juvenile justice system have a history of 
trauma (Epstein & Gonzalez, 2017). This suggests a great need for trauma- 
informed care (Leitch, 2017; see Chapter 11 for more details). In fact, the 
challenging and stressful manner in which individuals behave in U.S. pris- 
ons increases the vulnerability of youth with a history of trauma (Leitch, 
2017). Leitch states that “practices throughout the criminal justice process 
can benefit from information from neuroscience as well as the skills that 
are based on this information to create environments and approaches that 
enrich rather than deplete the ability of both COs [correctional officers] 
and inmates to self-regulate as a core practice” (2017, p. 9). 


Self-regulation involves the ability to: (1) consciously focus attention, (2) be 
aware of the environment and one’s own physical and emotional body states; 
(3) draw on memory in order to learn from the past and adapt effectively in 
the present; and, (4) maintain or regain emotion states that provide a genuine 
sense of well-being and lead to further self-regulation. (Ford & Blaustein, 
2013, p. 672) 


These skills are an important ingredient for building self-regulation among 
youth who are incarcerated (Ford & Blaustein, 2013). 

Trauma-informed yoga and other mind-body practices provide a 
foundation from which the skills for self-regulation may grow (Biegel et 
al., 2009; Mendelson et al., 2010; Sibinga et al., 2011). In addition, there is 
emerging evidence that trauma-informed yoga and other mind-body prac- 
tices have efficacy and are acceptable among youth involved in the juvenile 
justice system. For example, male and female youth detained in the juvenile 
justice system reduced their stress and improved self-control after partici- 
pating in an intervention that included yoga, meditation, and breathing 
(Niroga Institute, 2009; Ramadoss & Bose, 2010). Youth incarcerated in a 
youth facility increased their skills for impulse control and self-awareness 
of their risk for drug use after participating in a mindfulness-based sub- 
stance abuse intervention (Himelstein, Hastings, Shapiro, & Heery, 2012). 
Other studies demonstrate the efficacy of yoga and mind-body interven- 
tions such as meditation and breathing on self-esteem, perceived stress, and 
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self-regulation for youth in the juvenile justice system (Barnert, Himelstein, 
Herbert, Garcia-Romeu, & Chamberlain, 2014; Himelstein, Hastings, 
Shapiro, & Heery, 2012; Himelstein, Saul, & Garcia-Romeu, 2015). 

Practitioners who are interested in providing trauma-informed yoga 
and other mind-body interventions such as meditation and mindful breath 
awareness will need to pursue training in these modalities, including taking 
a course and becoming a registered yoga teacher with special training in 
trauma-informed yoga. For those who want to read further to understand 
these kinds of interventions, Nicotera and Laser (2017) provide an entire 
chapter with a detailed discussion of how to talk with youth about the ben- 
efits of mindfulness activities like meditation and instructions for teaching 
mindfulness exercises to youth in the general population. 


Case Study 


Marcus is attending group therapy at the probation office. At the first meet- 
ing, he explains his biggest mistake was getting caught, and then just shakes 
his head, looks down, and smiles. He is not fond of coming to therapy, say- 
ing he has many better things to do with his time. Marcus runs track and is 
missing practice to attend the sessions. He explains that on the weekends he 
does clean-up at a local sports venue. The rest of the kids in group think his 
is a pretty cool job. At the first session, ground rules are set by the group: 
taking turns talking, all opinions are OK, no dissing or belittling others, 
no gang signs or colors. I add to the rules: no talk about substances, sexual 
escapades, or illegal activities, and if you talk about hurting others or your- 
self, I need to let people know. In the second session through an experi- 
ential therapy activity, I asked the group to name three things you need 
to successfully get through probation. The group members thought for a 
moment, then one said, “Discipline,” and then another said, “Support.” 
After a moment Marcus responded, “Participation.” I asked the group if 
they all agreed that those were the three characteristics they wanted to con- 
centrate on or if there were other factors they believed should take priority. 
After some consideration, they all decided that discipline, support, and par- 
ticipation were the best characteristics to describe their ability to complete 
probation. As part of check-in from that session forward, I used those three 
characteristics that they had identified themselves and asked, “On a scale of 
1-10, how are feeling about your level of self-discipline? On a scale of 1-10, 
are your needs for support from others being fulfilled, and if not, what have 
you done to access support? On a scale of 1-10, what was your level of par- 
ticipation in required activities for probation the past week?” This helped 
the group contemplate both what they needed and what they needed to do 
to be successful at getting through probation. 
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QUESTIONS FOR THE REFLECTIVE PRACTITIONER 


What risk factors does Marcus have? 

What protective factors does Marcus have? 

How do you support Marcus? 

How do you improve Marcus’s relationship with his mother? 


aARwWNE 


. What topics would you present in group? 


Chapter Summary 


Many youth enjoy excitement and stimulation. Many youth enjoy crossing 
the line into dangerous or illegal behavior. However, some of these youth 
get caught by law enforcement and then enter the juvenile justice system. 
Often the youth who enter the juvenile justice system have fewer resources, 
hold marginalized identities, and have trauma histories. These youth need 
our clinical support. In the next and final chapter, we summarize this book 
and explain why we believe it is a joy to work with adolescents. 


CHAPTER 18 


The Joys of Working with Adolescents 


Paces by definition must assess and resolve problem sit- 
uations; therefore, they sometimes may miss the wonderful qualities ado- 
lescents possess. We conclude this book by reviewing the content of the 
chapters and emphasizing the positives, and by reminding you that it is the 
strengths and resilience of adolescents that ultimately help them succeed. 
This is what makes working with them such a pleasure! They are growing 
and developing and are on the brink of adulthood. It is a very exciting time 
of life. All too often, parents and teachers focus on the negatives: “Why did 
you get that C?” “I notice that you are sleeping late almost every morning!” 
“Why can’t you get a job to save up to buy a car?” The youth hearing these 
questions repeatedly may begin to have serious doubts about themself. 
These doubts can become self-fulfilling and cause them to give up without 
trying. They may also feel that nobody understands them. However, when 
adults use a tone of curiosity and interest in posing the same questions, the 
parent and teacher may learn that possible medical issues, worries about 
a friend’s use of alcohol, or anxiety about coming out as genderqueer or 
experiencing racism at school may be underlying the problematic behavior. 
The mindset of the adults who interact with teens can make a tremen- 
dous difference in the nature and quality of the interaction. This chapter 
intends to put a positive spin on working with adolescents in the belief that 
a strengths-based approach has the greatest likelihood of success, and it 
certainly engenders positive feelings in both the clinician and the client. 


Creating a Positive Clinical Relationship 


Throughout this book, we have stressed the importance of showing empa- 
thy for the adolescent client, creating a collaborative relationship between 
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youth and clinician, and having a positive regard for the client (Norcross, 
2010). With these important caveats, a genuine clinical relationship can 
develop. This is the core to clinical work. In fact, research has found that the 
development of the clinical relationship is more important than any particu- 
lar modality of intervention to effect change in the client (Wampold, 2010). 
Thus, being an authentic, caring practitioner who believes in themself and 
their ability to connect and support growth in their adolescent client is fun- 
damental to doing good clinical work. Seeing the youth in all the contexts 
that they inhabit allows the clinician to understand who the youth is. 


Review of Theoretical Approaches 


Ecological theory forms the foundation for the multisystemic—ecological 
(M-E) approach to working with adolescents. This approach allows prac- 
titioners to work with teenagers and all the contexts that influence their 
development: self, family, peers, school, neighborhood, media, and cultural 
and societal structures, such as racism and transphobia. The terms micro- 
system, mesosystem, exosystem, and macrosystem sum up these concepts. 
Each system influences adolescent development across all of the develop- 
mental domains discussed in Chapter 2 (physical, cognitive, moral, emo- 
tional, identity, and social). In Chapter 1, we pointed out that the M-E 
approach compels clinicians to assess and intervene beyond a teen’s inter- 
nal reasons for acting out. This expanded assessment might account for 
experiences of racism, bullying, or transphobia as contributing factors to 
acting out. A strengths-based approach joins with the youth in acknowl- 
edging that although others may be putting them in the position of “vic- 
tim,” they do not need to accept an incorrect biased judgment made out of 
others’ ignorance. Having established the basis for a helping relationship, 
the practitioner will then be in a better position to engage the youth in 
figuring out how to fend off such unfair personal attacks. In fact, in Chap- 
ter 13, we discussed how mindfulness can be used as an intervention for 
youth coping with minority stress. This acknowledgment of and interven- 
tion into the broader influences on the day-to-day actions of the adoles- 
cent client constitute an ecological approach to practice. The experiences of 
Rafael (described in Chapter 1) provided an excellent example of the M-E 
approach to understanding how context shapes behavior and the multiple 
points for assessment and intervention. 

Resilience theory is also integral to understanding the protective and 
risk factors that impact the life journey of each adolescent. Early forms 
of resilience theory focused on assessing an individual’s risk factors. As 
the theory evolved, scholars determined that this sole focus on risk factors 
made it impossible to account for youth who succeeded even in the face 
of great risks. This led researchers to also assess for protective factors or 
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individual and environmental strengths that promote youth development 
and sometimes ameliorate negative events. No longer was youth develop- 
ment a liturgy of how to avoid risks that increased the chance of vulner- 
able outcomes, but rather the exploration of positive influences that sup- 
ported healthy development or resilience. Clients were no longer “doomed” 
to have negative events undermine their growth and development; events 
could trigger growth, have no influence on growth, or as previously thought 
make growth more difficult. Max (in Chapter 8) is an excellent example of 
how protective and risk factors work together to influence outcomes and 
explain how the interactions between protective and risk factors play out 
in the life of a youth. 

The combination of ecological theory and resilience theory allows the 
clinician to understand a teenager’s struggles from multiple perspectives 
that address psychological and internal factors and also accounts for the 
contextual influences on those internal experiences. In fact, in Chapter 4, 
we pointed out the connection between the two theories, noting that pro- 
tective and risk factors combine a mixture of individual attributes and the 
social and cultural context of those relationships, supports, and opportuni- 
ties. An assessment of the social and political context of a youth’s life, such 
as those of Lisa and Nathan (in Chapter 13), combined with the risks related 
to their personal, family, and school environments, serves as the founda- 
tion for suggesting interventions that also take stock of the protective ele- 
ments of strong family systems, as well as each of the youth’s strengths and 
courage to self-identify and advocate for themself in biased systems. The 
M-E approach addresses each of the ecological levels and thereby offers a 
more complete assessment and indications for planning treatment. 


Case Example and Review of Context 
The Al-Somah Family 


The Al-Somah family represents the combination of strength and hardship 
described in resilience theory. The Al-Somah family resides in New York 
City, where they began their lives in the United States after escaping Syria 
in 2015 as civil war ravaged their homeland. The Al-Somah household 
includes Mr. and Mrs. Al-Somah and their four children, all of whom were 
born in Syria. Mr. Al-Somah is an engineer and was able to find work in 
an engineering consulting firm due to contacts he had in the United States 
prior to the family’s escape. Mrs. Al-Somah was a professor of literature 
in Syria, but given the upheaval of escaping the civil war and arriving in 
the United States with four children to guide in their new lives and schools, 
she has not yet pursued a teaching position. The couple’s eldest child, their 
son Kamal, is now 19 years old and lives on campus as a first-year student 
at Bard College in the Hudson River Valley, about 2 hours away from his 
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family. The other three children are a daughter, Amira, age 17, and two 
more sons: Farid, age 15, and Nabil, who just turned 9. 

Mr. and Mrs. Al-Somah are highly educated and have family members 
who have lived in the United States for 20 years. These assets helped the 
family to adjust to the changes that came about when they escaped Syria 
and fled to New York. However, this escape did not shelter the family from 
the numerous losses of family members, friends, and coworkers they left 
behind or who were killed in the war. Perhaps because of these losses com- 
bined with the cultural losses of having had to escape their home country, 
the family has become very close to one another, which has been a strength 
for each of them. 

Now that Kamal has started college and their youngest child is 9 years 
old, Mrs. Al-Somah has started to seek out a teaching position so she can 
resume her career as a professor and researcher. The family has talked a 
lot about this new path and Amira, now the oldest child in the house, had 
declared that she would be available to make sure Farid and Nabil do all 
their chores and homework after school. However, in recent weeks, Amira, 
who is a straight-A student, a star player on the high school soccer team, 
and a popular peer who typically invites friends over to spend the week- 
end with the family, has begun to distance herself from her parents and 
friends. She has been argumentative with her brother Farid, telling him 
he will never make it if he doesn’t buckle down and study, because boys 
“who look like him” have to be the best at everything or they end up in 
jail. Mrs. Al-Somah only learned of this when she heard them shouting at 
each other and then Farid crying afterward. This upset is unusual for Farid, 
who is typically a sunny-natured youth who lets troubles roll off of his 
back. For example, when peers at his school started to belittle him for his 
“accented English,” Farid was instrumental in starting an Arabic-language 
and Syrian cultural group at the school and inviting some of the peers who 
belittled him to join it; they are now his friends. Kamal was always a set- 
tling influence on Amira and Farid, so it is not surprising that tension has 
risen between them since he left for college. 


Review of Context 
Internal Characteristics 


When considering the Al-Somah family, the practitioner will want to recall 
the key internal characteristics presented in Chapter 5 that serve as protec- 
tive factors in the lives of youth. These include: (1) intelligence—not just 
the kind that fosters learning in school, but also the multiple intelligences 
(Gardner, 1993) that support skills for decision making, resourcefulness, 
and social-emotional expression; (2) the capacity to face adversity by build- 
ing meaning from religious and spiritual beliefs; (3) commitment to goals; 
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and (4) a sense of hope. Lerner, Brentano, Dowling, and Anderson (2002) 
sum up these internal characteristics as the “six Cs” of positive youth devel- 
opment (competence, confidence, character, connection, caring, and contri- 
bution). Note that these characteristics all have positive connotations. Fur- 
ther assessment of the youth’s spiritual beliefs and whether they follow any 
faith tradition as a source of strength and meaning making is important. 
The clinician should also assess academic performance and peer relation- 
ships. Internal risk factors may be present if any of the children express a 
loss of meaning and connection as they work to respect the cultural values 
of their family, while simultaneously striving to be teenagers in a North 
American context. 


Family 


A review of Chapter 6 will help the clinician consider the role that the Al- 
Somah family plays in both preventing problems and intervening in some 
of the rocky territory that Amira seems to be entering. Some families sur- 
round their teenager with solid protective factors, such as positive disci- 
pline strategies, monitoring of behavior and activities, high expectations 
for achievement, and making home a safe place. Other teens have families 
that are rife with risks, such as family conflict, lack of parental involve- 
ment, inaccurate expectations for developmental capacities, and parental 
mental health issues. However, most adolescents’ families offer a mix of 
protective and risk factors as the typical family responds to multiple con- 
texts from which it draws both strength and hardship. 

The Al-Somah family is negotiating several tasks in the family life 
cycle, launching their eldest son into university studies, negotiating the 
ins and outs of balancing structure and freedom for their two teenagers 
at home, assisting their 9-year-old through the tasks of middle childhood 
as well as Mrs. Al-Somah returning to her love of teaching literature and 
doing research at a university. The facts that Mr. Al-Somah became a prin- 
cipal partner in the engineering consulting firm he joined after arriving in 
New York and that the family’s eldest child now attends a well-regarded 
college, and the social and academic achievements of Amira and Farid, 
demonstrate the protective factor of family structure and expectations for 
high achievement. Additional protective factors include parental concern 
and involvement in the issue surrounding Amira and what might be at the 
root of her sudden worry about Farid. Family risk includes the differential 
experiences with and impact of the losses brought on by the civil war in 
Syria and escaping it to reside in America. because the children were 5 
years younger at that time. There is also the potential of eventual cultural 
mismatch between the parents and their youngest child who was 4 when 
they arrived in the United States and, as a result, has been shaped by Ameri- 
can. schools and education without previous schooling in Syria. This is a 
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common risk factor for all immigrant and refugee families that struggle 
to maintain their home culture and values within the context of a new 
country. In addition, the history of family loss is impactful: from having 
to escape their war-torn home country, to the deaths of family members, 
friends, and colleagues that resulted from the war. 

The ecological theory encourages assessment of all the contexts in 
which the family lives. For example, the family’s home culture, language, 
and related values represent the macro environment of Syria; however, the 
parents are working to transmit those in the macro environment of North 
American cultures. Within these two macro environments, there are differ- 
ent expectations for children, how children and parents ought to interact, 
and norms. These differing macro contexts filter into the family relation- 
ships and interactions because of the dual cultures. The clinician who views 
the family from the contextual lens of ecological theory can gain a deeper 
assessment of family resilience and develop interventions that work not 
only to help family members negotiate among themselves, but also to nego- 
tiate within systems beyond the household’s front door. 

Given the history of traumatic family loss, the genogram can serve 
as a foundation for a narrative intervention. The practitioner works with 
the family to create the genogram. During this activity, Mr. and Mrs. Al- 
Somah can tell stories about the losses and joys of their lives in Syria prior 
to the civil war. Then the family can create a new and different story about 
their current lives and how those losses fit into them. 


School 


A review of Chapter 7 will help the clinician consider the school environ- 
ments of the Al-Somah children as a complex microsystem in which they 
spend at least 6 hours a day. Within this structure, teens attempt to carve 
out a social life where they meet people of their own age and interests. 
School can be a place of great comfort for some teens and a place of great 
pain for others. In this context, their peers admire, despise, emulate, or 
shun them. It is also the place where they may gain notoriety for their 
academic ability, their athletic or artistic prowess, their ability to make 
and keep friends, or for less positive behaviors that are just as noteworthy: 
their ability to be disruptive or angry, their use of drugs and alcohol, and 
their sexual escapades. While the Al-Somah children seem to be thriving at 
school, Amira’s recent behavior may suggest that the parents need to ensure 
that her school environment is in good order. 


Neighborhood 


Practitioners will want to review Chapter 8 to consider the impact of neigh- 
borhood context on adolescent development and what neighborhood looks 
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like and means for the Al-Somah children growing up in New York City. 
The M-E approach impels us to assess for how neighborhoods influence the 
adolescents we serve. In fact, neighborhood opportunities that allow for 
mastery and control contribute to cognitive and social competence. When 
teen behaviors and complaints are not amenable to individual-, family-, 
peer-, or school-level interventions, the practitioner needs to consider how 
the neighborhood context is affecting their client. However, practitioners 
who work from the M-E approach will not wait to assess neighborhood 
protective and risk factors. Further assessment of the Al-Somah family’s 
neighborhood is appropriate because the practitioner does not have any 
information about it. Exploring questions such as these might be helpful: 
Does the family have close ties with their neighbors? Does the ethnic diver- 
sity of the neighborhood include other Syrian families who recently began 
new lives in the United States and who can commiserate with Mr. and Mrs. 
Al-Somah about raising teens in a North American context? Practitioners 
who practice from the M-E approach and who understand the importance 
of neighborhood social cohesion will be able to intervene with an adoles- 
cent client and their family to build social ties among neighbors, who may 
assist in reducing loneliness that can lead to depressive symptoms. 


Media 


A review of Chapter 9 will remind the practitioner of the importance of 
assessing the media as an influence on the Al-Somah children and the 
media’s role in creating problems for them and their family. Teenagers in 
the United States spend, on average, about 10 hours each day interacting 
with various media sources (Rideout et al., 2010). The Pew Research Cen- 
ter (Lenhart, 2015) reports that about 24% of youth are engaged with the 
Internet at a nearly consistent rate and that 92% of youth are online daily. 
The media represent a “significant other” (Cooley, 1902; G. Mead, 1934; 
M. Mead, 1965) in the teenager’s world such that they can serve as a place 
for behavior rehearsal and social contacts beyond one’s family, school, and 
neighborhood. Traditional media provide a place for a teen to witness how 
characters act and make choices and try those on in a cognitive rehearsal. 
However, interactive social media present an immediacy of communica- 
tion. Rehearsal of options for how to behave in real life disappears when 
communications are immediate and may result in mistakes or even trag- 
edies. Text messages are like the spoken word; they are not retractable. 
Media-level risks can aggravate mental health issues, such as depres- 
sion or eating disorders. Therefore, assessment of a teen’s media diet should 
be a regular part of one’s practice. Applying the M-E approach will keep 
the clinician on target for assessment and interventions that incorporate all 
of the systems that play a role in clients’ symptoms, including the media. 
The media can have positive influences on adolescents, so practitioners 
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should view it not only as a source of problems but as a resource for inter- 
vention as well. Further assessment of the Al-Soham family’s relationship 
to the media is important. 


A Context-Dependent View of Adolescent Concerns 


The application of resilience theory and ecological theory is integral to 
assessment and intervention of the concerns addressed in Chapters 11-17. 
For example, Chapter 17 presented the human ecology of protection from 
and risk for youth involvement in the juvenile justice system. Youth do not 
simply wake up one morning and look in the mirror and exclaim, “I think 
I will commit a crime today.” Instead, involvement in the juvenile justice 
system is the result of risks found at the individual, family, and school level, 
as well as within the key contexts in the lives of youth, including macro 
environments that target youth of color. Similarly, Chapter 15 described 
the risks related to youth suicide attempts and dying by suicide, all of which 
occur in a context that shapes a youth’s supports and risks and resilience. 

The M-E approach also helps us to understand that adolescents who 
engage in crimes or who experience depression are a heterogeneous group 
and comprise teens that represent all genders, ethnicities, races, sexual ori- 
entations, gender identities, religious affiliations, abilities, and social class 
statuses. Social structures that empower some social identity statuses over 
others affect the way society treats and labels these behaviors. For example, 
the justice system treats the suburban, upper-middle-class teenager who 
steals a neighbor’s car while downing a six-pack of beer differently than 
the central city, working-class teenager behaving the same way. This tragic 
bias is alive and well, as evidenced by the many tragic deaths of youth of 
color at the hands of police and community members who believe they have 
a right to shoot and ask questions later. Hence, it is important to assess 
the macrosystem’s effects on adolescent outcomes and societal reactions to 
those outcomes. The M-E approach leads to such deeper assessments and 
interventions. 


The Joys of Working with Adolescents 


Practitioners’ primary contact with adolescents involves clients who have 
issues as troubling as, or even more troubling than, those presented by 
the teens discussed in this book. This can leave the clinician weary and 
wondering about the “joys” of working with teenagers. However, teens 
are acting positively, even those whom adults view as troubled or trou- 
bling, as illustrated in the following example of a teen leadership group in 
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a public high school. The college students were teaching high school youth 
about community organizing. The youth in the group represented multiple 
cultures and felt ostracized from a school system that did not honor their 
home languages and cultures. 

Practitioners who apply the M-E approach may become overly aware 
of neighborhood deficits and their negative influences on clients. Therefore, 
we point out the positive actions adolescents sometimes take to build pro- 
tective behavioral norms (collective socialization) and neighborhood social 
cohesion. The following example of youth neighborhood involvement con- 
veys the strengths youth have to offer. 

Adult members of a housing association management group attended 
the presentations of several youth who lived in the community. In their 
presentations, these youth addressed the problem of “bad words” graffitied 
on the slides in their playground and asked that social gathering places in 
their neighborhood be better maintained for kids. As a result of their pre- 
sentations, the maintenance supervisor committed to forming a daily graf- 
fiti cleanup crew, and he himself, in fact, returned to the neighborhood to 
remove graffiti that same day while the youth were working on their “good 
graffiti” project. For their project, the students painted the backs of benches 
with designs in bright colors, with themes like “things that make us happy 
in the community” and “peace.” The benches are part of a local urban 
garden; a neighborhood improvement council located in the community 
maintains the garden. The youth also worked on a bright yellow “Welcome 
to the Neighborhood” sign. The youth attached the benches to their bases 
in the garden and helped to put the Welcome to the Neighborhood sign in 
the ground. In addition, the same youth passed out door hangers advising 
people in the community what to do if they spotted objectionable graffiti. 
The youth’s actions not only created good graffiti, with the adolescents able 
to see themselves represented in the public art of the community, but also 
took action with the housing association management and community to 
emphasize that vulgar graffiti is an issue that must be addressed (Nicotera 
& Matera, 2010, as compiled by Nola Miguel and Laurie Walker). 

Clinicians who work with teens are at risk of forgetting the joys and 
strengths they can offer. It helps practitioners to bear in mind, and be 
excited and curious, that teens are in a discovery mode as they experiment 
with new-found power to influence adults and peers and the world. 


Chapter Summary 


This chapter reviewed the M-E approach to working with adolescents as 
they face the critical issues in their development. It also focused on the 
practitioner’s attitude toward their work and especially the benefits of 
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maintaining a positive view about the potential of the adolescent client. 
An attitude of mutual respect can make a huge difference in the nature and 
outcome of the helping process. 

Clinicians typically encounter adolescent clients with a variety of chal- 
lenges from learning disabilities and acting out in school or the neighbor- 
hood, to experimenting with or abusing drugs, or coping with families in 
the midst of divorce or domestic violence. We expect that the knowledge 
and skills emphasized in this book will temper the challenges of assisting 
teens. We trust that practitioners will discover a deeper understanding of 
clients’ concerns based on their knowledge of protective and risk factors as 
well as how contexts beyond peers and family influence behavior. Assess- 
ments and interventions based on the M-E approach must move beyond 
tradition to include the neighborhood, the media, and cultural or macro 
contexts that affect a clients’ racial, gender, and sexual orientation identity 
statuses. 

Our expectation is that this book has given you a clearer understanding 
of both the challenges of working with adolescent clients, and some help- 
ful approaches for intervening and working with them to support change 
in their lives. We anticipate that clinicians who have a deeper understand- 
ing of the push-pull of adolescence will be able to apply theory, research, 
and practice strategies for successfully assisting their clients through the 
ups and downs of the adolescent years. Since the days when G. Stanley 
Hall (1904) coined adolescence as a period of “stress and storm,” practi- 
tioners and parents alike have dreaded the teen years, perhaps even more 
than the “terrible two’s” that depict the toddler years of the lifespan. There 
are parallels between these two phases of the lifespan because increased 
power of expression, choices, and movement at both stages create bumps 
and bruises. It is the excitement of discovery and their interest in risk tak- 
ing that leads teens to meander the wrong way down “one-way streets” or 
to ignore signs such as “Do not enter” and “Dangerous curves ahead, slow 
down!” They rely on adults to express empathy and listen, to set limits, and 
to assist them as they develop their own inner controls for setting boundar- 
ies as they navigate the lives that lie ahead of them. 

In conclusion, we have faith that clinicians will come to know and 
appreciate the amazing group of individuals who straddle the chasm 
between childhood and adulthood. We hope practitioners will enjoy and 
sometimes laugh with their teenage clients. Most of all, we hope clinicians 
will provide both compassion and warmth to these individuals who are 
seeking to understand who they are and how they fit into the adult world. 
This worthy goal can bring immense satisfaction to the practitioner who 
fosters growth in the next generation. 
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